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SOUTH  DAKOTA 


South  Dakota  Solo  Practitioners’  Opinions 
About  Medicare 

Results  of  a survey  of  South  Dakota  physicians  concerning  the  effects  of  Medicare  rules  on  their 
hospitals  and  their  practices  (Part  1 ). 


Robert  Rietz,  MD,  PhD,  FACS“ 


ABSTRACT 

The  Federal  government  has  embarked  upon  a strategy  designed  to  contain  or  reduce  costs  associated  with  the 
Medicare  system.  This  strategy  has  had  the  twin  goals  of  reducing  hospital  costs  for  the  Medicare  program  and 
also  reducing  payments  to  physicians.  More  emphasis  has  been  placed  on  the  hospital  costs,  but  physician  costs 
are  also  being  attacked.  The  Medicare  system  projects  that  about  one  out  of  eight  hospitals  across  the  country  will 
soon  be  closed.  How  do  South  Dakota  physicians  feel  about  these  changes  being  imposed  by  Medicare?  One 
hundred  and  three  solo  practitioners  were  polled  and  the  results  strongly  suggest  that  South  Dakota’s  hospitals 
are  at  considerable  risk  of  closing.  The  Medicare  position  of  wanting  to  close  hospitals  is  in  direct  opposition  to 
the  state  policy  of  wishing  to  provide  medical  practitioners  and  hospitals  to  smaller  towns. 


Four  years  ago,  a marked  change  occurred  in  how 
the  Federal  government  paid  for  costs  incurred 
under  the  Medicare  program.  The  Health  Care 
Financing  Administration  (HCFA)  moved  from  a cost 
"pass-through"  reimbursement  method  to  a "prospec- 
tive payment"  technique  called  Diagnosis-Related 
Groups  (DRGs).  The  incentive  for  this  change  has 
been  the  government’s  desire  to  contain,  or  reduce, 
costs  of  the  Medicare  system.  In  spite  of  this  action, 
overall  Medicare  costs  have  continued  to  climb.  ^ For 
this  reason,  HCFA  has  continued  to  look  for  other 
methods  to  reduce,  or  at  least  slow  the  increase  in 
Medicare  costs. 

Hospitals  have  had  varying  degrees  of  difficulty  in 
adapting  to  the  DRG  system.  Since  only  a flat  amount 
is  paid  per  Medicare  patient  admission,  the  hospitals 
are  placed  "at  risk"^  for  cost  over-runs  on  individual 
patients.  Nationwide,  hospitals  with  fewer  than  100 
beds  have  an  annual  average  net  profit  of  $152,400.^ 
Assuming  that  South  Dakota  hospitals  are  up  to  this  na- 
tional average,  a very  few  difficult  Medicare  cases  could 
easily  bankrupt  most  of  the  South  Dakota  hospitals. 
There  are  only  nine  hospitals  in  the  state  with  more  than 


^The  author  thanks  these  physicians  for  taking  the  time  to 
nil  out  and  return  the  questionnaires. 

^Practices  Otorhinolaryngology/Head  and  Neck  Surgery  in 
Brookings,  SD. 


100  beds,  and  seven  hospitals  have  between  100-299 
beds.^  Nationally,  these  medium-sized  hospitals  have 
an  average  profit  of  $901,300  annually.  It  would  take  a 
greater  number  of  difficult  Medicare  cases  to  bankrupt 
this  next  group.  South  Dakota  has  only  two  hospitals 
with  more  than  300  beds  and  the  national  average  an- 
nual profit  for  hospitals  in  this  size  range  is  $2,664,100. 
From  these  data,  one  can  see  that  the  ability  to  absorb 
costly  Medicare  cases  rises  rapidly  as  the  size  of  hospi- 
tals increases.  Most  of  South  Dakota’s  hospitals  are 
thus  quite  clearly  "at  risk". 


"When  people  are  in 
surplus,  you  can  push 
them  to  the  wall  a bit." 


An  additional  characteristic  of  hospitals  of  different 
sizes  is  that  the  costs  per  inpatient  day  also  vary  a lot. 
Walker^  has  compiled  nationwide  averages  for  the 
three  classes  of  hospitals  for  revenues  per  inpatient  day. 
In  hospitals  under  100  beds,  the  cost  is  $344.  It  rises  to 
$432  per  day  for  the  medium-sized  hospitals  and  goes 
up  to  $505  per  day  for  the  hospitals  over  300  beds.  It  is 
therefore  the  low-cost  medical  care  providers— the  ones 
that  save  the  taxpayer  the  most-that  are  most  "at  risk" 
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from  HCFA’s  DRG  payment  method.  HCFA  appears 
to  be  intent  on  driving  their  lowest-cost  "suppliers"  out 
of  business.  Dr.  William  Roper,  head  of  HCFA,  has 
been  quoted  as  saying  that  he  expects  700  hospitals  to 
close  in  the  United  States  during  the  current  period  of 
cost  containment.^  This  is  out  of  a current  total  of 5,700. 
He  did  not  observe  that  the  low-cost  hospitals  were  the 
ones  most  likely  to  fail. 

South  Dakota  has  already  felt  some  effects  of  Dr. 
Roper’s  efforts.  Since  the  DRG  payment  system  was 
introduced,  Watertown  and  Aberdeen  have  both 
merged  (closed  one)  their  hospitals.  These  closings 
have  reduced  patient  and  physician  choices,  but  at  least 
these  cities  still  have  one  hospital  functioning.  Smaller 
towns  do  not  have  this  capability. 

Not  content  to  bankrupt  about  one  out  of  eight  hospi- 
tals nationwide,  HCFA  has  also  attacked  physician  fees 
as  another  place  where  money  can  be  saved.  Since 
1984,  physician  fees  for  Medicare  recipients  have  been 
controlled  (price-fixed)  with  yearly  allowances  for  in- 
creases systematically  kept  below  the  rate  of  inflation. 
Meanwhile,  costs  for  physicians  have  risen.  Malprac- 
tice insurance  costs  have  risen  dramatically  during  this 
time.  Again,  the  position  of  HCFA  has  been  one  of 
promoting  bankruptcies  to  drive  some  of  the  physician- 
suppliers  out  of  business.  With  respect  to  the 
physicians’  costs  in  the  medical  care  system,  it  is  felt  that 
much  more  can  be  squeezed  out  of  this  to  produce 
savings  for  HCFA.  Dr.  Uwe  Reinhardt  of  Princeton 
University  has  stated  concerning  this  potential  for  cost 
savings,  "When  people  are  in  surplus,  you  can  push 
them  to  the  wall  a bit"'^ 

How  do  South  Dakota’s  solo  practitioners  feel  about 
these  changes?  A questionnaire  was  developed  and 
sent  to  154  physicians,  out  of  1,007  licensed  in  the  state, ^ 
who  appeared  to  be  in  solo  practice.  Individuals  in  solo 
medical  practice  were  chosen  for  the  survey  because  it 
was  felt  that  they  would  be  more  personally  aware  of  the 
effects  of  HCFA-imposed  changes.  Physicians  practic- 
ing in  groups  were  felt  to  be  less  likely  to  be  aware  of 
these  changes  because  groups  of  physicians  frequently 
have  a manager  specifically  hired  to  handle  HCFA- 
mandated  activities.  Also,  one  or  two  physicians  in  a 
group  may  handle  the  bulk  of  the  work  required.  In 
either  case,  most  of  the  physicians  in  a group  would  not 
be  so  aware  of  the  impacts  of  the  HCFA-imposed  chan- 
ges. 

Fifteen  of  the  154  questionnaires  were  returned  in- 
dicating that  the  physicians  contacted  were  not  in  solo 
practice.  These  forms  were  discarded.  Thirty-seven 
questionnaires  were  not  returned.  Thus,  excluding  the 
non-solo  practitioners,  the  return  rate  was  73% 
(103/139).  The  questionnaires  were  coded  for  size  of 
city  in  which  the  physician  lived.  The  response  rate  was 
consistent  over  all  sizes  of  cities.  The  physicians  were 
asked  to  identify  themselves  by  age  grouping.  Table  I 
shows  the  number  of  physicians  in  each  age  group. 


Table  I 

Physician  Age  31-40  41-50  51-55  56-60  61-65  66-70  Over  70 

No.  of  Responses  24  22  22  12  11  9 3 

The  remaining  questions  of  the  survey  are 
reproduced  below,  with  columns  added  to  show  the 
exact  number  of  responses  to  each  question.  Physicians 
not  answering  a specific  question  were  shown  by  No 
Response  (NR).  The  total  possible  N is  103  unless 
otherwise  specified. 


Yes 

No 

NR 

3. 

Are  you  a Medicare  "participating" 
physician? 

22 

81 

0 

4. 

If  you  are  not  a participating  physician, 
have  you  computed  your  own  MAACs? 

29 

56 

18 

5. 

Do  you  have  an  in-house  office 
manager? 

44 

56 

3 

6. 

Do  you  contract  out  for  office 
management  services? 

16 

85 

2 

7.  About  what  percent  of  your  practice  is 
Medicare? 


10%  20%  30%  40%  50%  60%  70% 

6 12  15  22  12  14  7 Ave.=35% 

8.  Are  you  spending  more  time  in  direct 

patient  care  than  two  years  ago?  50  46  7 

9.  Are  you  spending  more  time  with 
mandated  paperwork  than  two 


years  ago? 

88 

12 

3 

10.  Do  you  perceive  that  Medicare  payments 

to  your  office  are  arriving 

than 

one  year  ago? 

More  Promptly 

8 

About  the  same 

48 

Slower 

34 

No  Response 

13 

11.  Has  the  PRO  ever  "disallowed"  a 

Medicare  admission? 

44 

49 

10 

a.  If  yes,  was  the  decision 

appealed  (N  = 44) 

35 

6 

3 

b.  If  it  was  appealed,  was  the 

initial  decision  reversed?  (N 

=35) 

27 

7 

1 

12.  Has  your  hospital  been  losing  money 

on  DRGs? 

52 

13 

38 

13.  Has  your  hospital  su^ested  that 

you 

change  your  practice  style  because 

of  DRGs? 

33 

56 

14 

14.  Do  you  foresee  that  your  hospital 

will 

likely  close  within: 

5 years 

15 

10  years 

16 

Not  Close 

66 

No  Response 

6 

If  yes,  please  select  items  which  appear  to  you  to  be 
likely  causes  for  closing:  (N=30) 
a.  deterioration  in  local 

economic  climate  14 

b.  declining  population 

base  12 
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Yes  No  NR 

c.  shortage  of  qualified 

nursing  personnel  5 

d.  DRG  effects  on 

hospital  Tmances  29 

e.  Certificate-of-Need 

requirements  obstructing 
operations  6 

f.  loss  of  physician  to 
retirement/moving  away  8 

g.  other  3 

15.  Have  you  considered  a change  in 

your  practice?  62  38  3 

If  yes,  which  of  the  following  have  you  considered 
to  some  extent?  (N  = 62) 

a.  merging  with  a group 

practice  in  your  location 
(if  applicable)  17 

b.  moving  to  a new  location  27 

c.  hiring  a professional 
manager  to  help  with 
non-medical  burdens  5 

d.  retiring  sooner  than 

you  had  intended  30 

e.  other  14 

16.  On  a scale  of  1-10  (1  = minimal  impact;  10  = intolerable 
impact)  what  is  your  overall  view  of  medicare  rules: 

a.  on  patient  comprehension  of  Medicare  forces 

affecting  you?  Ave.  = 6.71 

b.  on  your  ability  to  provide  optimal  care 

for  patients?  Ave.  = 5.57 

c.  on  your  practice  in  terms  of  extra 

paperwork?  Ave.  =7.42 

17.  Would  you  advise  a young  person  to 
begin  training  to  become  a physician 

at  this  time?  37  63  3 


Only  22  solo  practitioners  participate  in  Medicare. 
The  computations  of  the  MAACs  for  non-participating 
physicians  were  only  done  by  29.  It  appears  that  the 
other  physicians  are  allowing  Medicare  to  price-fix 
their  fees  without  challenge.  Despite  the  expense,  and 
contrary  to  the  assumption,  44  of  the  solo  practitioners 
have  an  in-house  office  manager.  Sixteen  physicians 
contract  out  for  management  services. 

There  is  a wide  range  (10%  - 70%)  of  responses  con- 
cerning the  proportion  of  each  practice  that  is  made  up 
of  Medicare  patients,  and  the  average  is  35%.  Half  the 
physicians  are  spending  more  time  with  patients,  but  88 
are  spending  more  time  on  paperwork.  It  seems  that 
the  physicians  have  been  unable  to  shift  many  paper- 
work duties  to  their  managers.  This  extra  physician 
effort  is  not  producing  any  noticeable  change  in  the 
speed  with  which  Medicare  fulfills  its  obligations  to  the 
physicians;  i.e.,  making  payments.  Only  eight 
physicians  feel  that  payment  has  been  speeded  up. 
Thirty-four  physicians  feel  that  Medicaare  is  now  even 
slower.  Perhaps  HCFA  is  not  speeding  payments  in 
order  to  "...push  them  to  the  wall  a bit." 


There  are  various  degrees/levels  of  sanctions  avail- 
able to  the  Peer  Review  Organization  (PRO)  workers. 
However,  based  on  this  question,  44  physicians  have 
been  told  (at  least  once)  that  their  clinical  judgment  was 
deficient  and  that  a patient  had  been  improperly  ad- 
mitted to  a hospital.  Upon  appeal,  and  some  physicians 
noted  that  they  would  have  appealed  but  did  not  be- 
cause of  confusion  about  the  appeal  procedures,  77% 
of  "disallowed"  admissions  were  decided  in  the 
physicians’  favor.  Overall,  27/44  "disallowed"  admis- 
sions were  reconsidered  in  the  physicians’  favor. 
Interestingly,  this  represents  over  a 60%  "false  positive" 
rate.  Such  a high  false  positive  rate  would  result  in 
these  criteria  being  rej  ected  as  having  any  validity  if  this 
were  a diagnostic  test. 

Thirty-one  solo  practitioners  felt  that  it  was  likely 
that  their  hospitals  would  close  within  ten  years  (15  in 
five  years  and  16  in  ten  years).  This  is  far  above  the  es- 
timated one  hospital  out  of  eight  that  Dr.  Roper  expects 
to  see  closed.  Ninety-four  percent  of  these  physicians 
identify  DRGs  as  a likely  cause  for  the  anticipated  clos- 
ing of  the  hospital.  It  is  worth  noting  that  no  physicians 
in  Sioux  Falls  or  Rapid  City  felt  that  their  hospitals 
would  close.  This  finding  supports  the  concept  that  the 
smaller  hospitals  in  South  Dakota  appear  to  be  at 
greater  risk.^  As  it  is,  52  physicians  think  that  their 
hospitals  are  currently  losing  money  on  DRGs,  while 
one-third  of  all  solo  practitioners  have  been  asked  to 
change  their  practice  style  because  of  DRGs.  It  ap- 
pears that  the  HCFA’s  actions  are  having  a 
disproportionate  effect  in  South  Dakota,  but  not  in 
Sioux  Falls  or  Rapid  City. 

Sixty-two  solo  physicians  reported  that  they  have 
considered  changes  in  their  practices.  Half  of  these  62 
have  considered  early  retirement  and  almost  half  have 
thought  about  moving  to  another  location. 


It  is  not  likely  that  either  Medicare 
or  the  tax-paying  public  will  be  well- 
served  by  such  a perverse  system. 


Physicians  have  historically  been  cheerleaders  for 
their  profession,  often  urging  young  people  to  enter  the 
field.  South  Dakota’s  solo  practitioners  no  longer  seem 
to  be  leading  the  cheers.  Sixty-three  would  not  advise 
a young  person  to  study  medicine.  Perhaps  this  is  a 
nationwide  feeling  since  applicants  per  medical  school 
position  are  down  from  2.8:1  in  1974  to  1.6:1  in  1987.“^ 

Taken  as  a whole,  these  responses  do  not  indicate  a 
work  force  that  is  satisfied  with  current  working  condi- 
tions. If  Dr.  Reinhardt’s  statement  is  being  used  as  a 
prescription  by  HCFA  to  reduce  costs,  then  physicians 
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are  seeing  the  effects,  and  not  just  the  side-effects,  of  the 
prescription. 

Medicare  rules  appear  to  be  having  an  impact  in 
South  Dakota  that  is  directly  contrary  to  the  state  policy 
of  providing  physicians  and  medical  facilities  in  smaller 
communities.  If  a small  hospital  in  a small  town  closes, 
the  physician  may  either  move  or  retire.  A physician 
who  moves  may  still  be  a medical  resource  for  South 
Dakota  (although  some  commented  that  they  would 
move  out  of  state).  Physicians  who  retire  early  will  not 
be  available  and  thus  reduce  the  nationwide  surplus 
while  simultaneously  creating  a severe,  localized 
shortage  in  a small  South  Dakota  town.  Such  an  event 
is  theoretically  of  no  concern  to  HCFA,  which  is  look- 
ing at  the  overall,  national  view  of  Medicare  costs. ^ 

The  findings  of  this  paper  reveal  that  the  current 
Medicare  incentives  will  likely  close  the  most  cost-effi- 
cient hospitals  in  South  Dakota.  Simultaneously,  the 
older,  more-experienced  physicians  will  leave  practice. 
It  is  not  likely  that  either  Medicare  or  the  tax-paying 
public  will  be  well-served  by  such  a perverse  system. 
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^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment. 
Mutagenicity  studies  were  not  conducted. 

PregnarKy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  howevei;  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose  Risks  assodated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other.  Issued  1/87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D;  J Clin  Gasfroenfero/ 1987:9(4):395-399. 
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Carafate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers!  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^ therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 
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THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


t:efQclor 


Pulvules® 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  ptteumoniae.  Haemophilus  influeniae,  and 
Streptococcus  pyogenes  (group  A 3-heniolvtic  streptococcil. 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  ceclor  should  be  administered  cautiously  to  penicillin- 

sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients! 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Stevens- Johnson  syndrome! 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  1.5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy, 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etioloov 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
childreni, 

• Abnormal  urinalysis,  elevations  m BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• false-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly!.  loeiossu 

Additional  inhrmation  available  from  n 2351  AMP 

Ell  Lilly  and  Company,  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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Frank  D.  Messner,  MD,  President 
South  Dakota  State  Medical  Association 


AMA  Membership 

Having  just  returned  from  the  AMA  House  of 
Delegates’  interim  meeting  in  Dallas,  Texas,  I was 
again  amazed  at  the  tremendous  amount  and  variety  of 
medical  issues  that  are  discussed,  and  the  amount  of  sig- 
nificant policy  that  is  established.  There  is  no  question 
that  the  AMA  represents  the  American  physician  bet- 
ter on  a national  level  than  any  other  organization.  The 
policies  developed  by  the  AMA  are  made  in  a very  open 
and  democratic  manner.  All  sides  of  an  issue  are  ad- 
dressed by  anyone  who  has  concern,  and  I believe  the 
final  result  on  any  given  issue  reflects  a compromise  that 
truely  demonstrates  the  feelings  of  the  majority. 

Most  of  us  belong  to  various  specialty  societies  that 
will  on  occasion  disagree  with  the  AMA  on  a specific 
topic.  I believe  we  must  accept  these  as  honest  differen- 
ces of  opinion.  However,  for  the  good  of  medicine  we 
must  remain  united  and  only  an  organization  that  rep- 
resents the  entire  spectrum  of  medicine  can  accomplish 
this  most  difficult  task. 

No  other  organization  comes  close  to  the  AMA  for 
its  political  clout  in  dealing  with  Congress  or  the  per- 
ception of  the  American  people  that  this  is  the 
organization  that  represents  medicine. 

To  maintain  its  effectiveness,  the  AMA  must  have 
the  support  of  the  majority  of  physicians  in  this  country. 


If  we  become  fragmented,  we  have  no  way  of  influenc- 
ing Congress  or  public  opinion  and  will  be  quickly  at 
the  mercy  of  those  who  do  not  have  medicine’s  best  in- 
terests at  heart.  The  dues  we  pay  to  AMA  may  seem 
high,  but  when  you  reeilize  the  work  that  is  done  on  our 
behalf  and  the  protection  this  organization  brings  the 
physician  and  his  patient,  I beheve  it  is  truly  a bargain. 

At  this  time  there  are  many  major  issues  to  which  the 
AMA  is  devoting  most  of  its  time  and  energy.  These 
include  the  following: 

1.  Quality  of  care 

2.  Third  party  reimbursement 

3.  Professional  liability 

4.  Ethical  issues 

5.  Public  health  concerns 

6.  Financing  long  term  care 

7.  Access  to  health  care 

8.  Medical  technology,  innovation  and  assessment 

9.  The  declining  applicant  pool  for  medicine  and 
allied  health  professionals 

10.  The  AMA’s  continuing  effectiveness 

All  of  our  practices  and  patients  will  be  directly  af- 
fected by  these  issues,  and  our  support  is  vitally 
important. 

In  South  Dakota,  approximately  70  percent  of  our 
members  belong  to  the  AMA.  While  this  is  better  than 
some  states,  it  is  much  less  than  others.  Our  neighbor. 
North  Dakota,  has  85  percent  membership  in  the 
AMA.  We  therefore,  have  30  percent  of  our  physicians 
on  a free  ride.  If  we  obtain  greater  than  75  percent 
AMA  membership,  we  will  be  allotted  another  delegate 
to  represent  us  at  the  national  level.  I would  strongly 
urge  any  of  our  members  who  do  not  belong  to  the 
AMA  to  consider  joining  this  organization.  # 
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ADVANCES  IN  CLINICAL  CHILD 
NEUROLOGY 

Black  Hills 
Neurology  Seminar 

February  9 - 11, 1989 

Holiday  Inn 
of  the 

Northern  Black  Hills 
Spearfish,  SD 

Contact: 

K.  Alan  Kelts,  MD,  PhD 
2929  5th  Street,  Suite  240 
Rapid  City,  SD  57701 
Phone:  (605)  341-3770 


FAMILY  PRACTITIONER 

Immediate  opening  for  family 
practitioner  to  join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal. 

Send  curriculum  vitae  or  inquires 
to: 

Lake  Region  Clinic,  PC 

Attn:  Joel  Rotvold 

PO  Box  1100 

Devils  Lake,  ND  58301 

or  call  collect  at  701-662-2157 
for  further  information 


Internist 

Large  multispecialty  group  with 
7-physician  Internal  Medicine 
Department  needs  board 
eligible/board  certified  general 
internist.  Guaranteed  first  year  salary, 
early  partnership,  attractive  range  of 
benefits.  Write  or  Call: 

Michael  Ferrell,  MD 
2727  S.  Kiwanis  Avenue 
Sioux  Falls,  SD  57105 
Phone:  (605)331-3490 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


12 


SOUTH  DAKOTA 


Editorial 


The  Natural  Death  Act  (Living  Will)- 
A Poor  Solution  to  a Problem  That 
Does  Not  Exist 

John  J.  Stransky,  MD 
Watertown,  SD 

In  the  November  1988,  issue  of  the  Journal,  Dr. 

Richard  P.  Holm  had  an  editorial  relating  to  the 
Natural  Death  Act  (Living  Will).  In  that  editorial,  he 
proposed  passage  of  such  a Natural  Death  Act  by  this 
year’s  South  Dakota  Legislature.  He  encouraged 
physicians  to  be  involved  with  the  legislative  process  as 
it  evolves  in  Pierre  this  winter. 

At  the  November  2,  1988,  meeting  of  the  Commis- 
sion on  Legislation  and  Governmental  Relations  of 
SDSMA,  there  was  considerable  discussion  regarding 
the  existing  Durable  Power  of  Attorney  Statute  as  well 
as  the  possibility  of  introduction  of  Living  Will  legisla- 
tion. Following  deliberation,  the  Commission  made  the 
following  recommendations  to  the  Council  of  SDSMA: 

1.  Refer  the  matter  of  Durable  Power  of  Attorney 
utilization  for  advanced  medical  directives  to  the 
Medical-Legal  Commission  of  SDSMA  for 
their  study  and  recommendations.  The  Com- 
mission further  urged  them  to  develop  and 
promote  a statewide  public  education  program 
relating  to  the  Durable  Power  of  Attorney  and 
Advanced  Medical  Directives  with  focus 
directed  primarily  at  the  public,  but  also  at 
physicians  and  attorneys. 

2.  That  SDSMA  take  no  position  regarding  Living 
Will  legislation  other  than  to  note  their  referral 
of  the  Durable  Power  of  Attorney  matter  to  the 
Medical-Legal  Commission  for  their  study  and 
recommendations. 

Both  of  the  above  recommendations  of  the  Commis- 
sion on  Legislation  and  Governmental  Relations  were 
adopted  by  the  Council  of  SDSMA  at  their  meeting  on 
November  18. 

The  position  taken  on  this  subject  by  both  the  Com- 
mission and  the  Council  of  SDSMA  is  a sound  one. 
Comparison  of  some  of  the  facets  of  the  Durable  Power 


of  Attorney  and  the  Living  Will  will  make  the  sound- 
ness of  that  position  evident: 

I think  the  action  by  the  Council  provides  SDSMA 
with  a great  opportunity  to  do  what  we  are  called  to  do 
as  physicians  - to  teach,  advise  and  educate  our  patients 
in  matters  medical. 

1.  We  need  to  remind  our  patients  of  the  rights  they 

already  have  - particularly  the  right  to  say  yes, 
no,  or  maybe  to  treatment  options  offered  by 
their  physicians. 

2.  We  need  to  make  our  patients  aware  of  the  fact 
that  there  is  currently  available  through  the 
DPA,  a mechanism  for  delineating  advanced 
medical  directives  and  designating  someone  to 
speak  for  them  if  they  are  unable  to  speak  for 
themselves. 

3.  We  need  too,  to  remind  physicians  of  their  right 

and  freedom  to  withdraw  from  patient  care  or 
to  transfer  patient  care  if  that  care  involves  any- 
thing contrary  to  their  own  beliefs  and  morals. 

The  last  portion  of  Dr.  Holm’s  editorial  recommends 
that  a Natural  Death  Act  be  passed  this  year  for  the  fol- 
lowing reasons: 

1.  It  would  encourage  people  to  talk  with  their 
physicians  about  difficult  medical  preferences. 

2.  It  would  clarify  the  freedom  of  the  patient  or  the 
family  to  choose  or  change  physicians. 

3.  It  would  clarify  "Durable  Power  of  Attorney  for 
Medical  Affairs"  as  a legitimate  process. 

4.  That  such  legislation  would  prevent  enactment  of 

other  less  than  helpful  legislation  that  would 
restrict  choices  of  freedoms. 

I would  submit  to  you  that  the  position/actions  taken 
by  the  Council  of  SDSMA  at  their  November  18, 1988, 
meeting  will  accomplish  the  same  things,  plus  a whole 
lot  more.  It  will  do  this  without  having  to  go  to  the 
Legislature  to  get  involved  in  that  thicket  and  tangle 
which  is  the  legislative  process.  # 


ITEM 

DPA 

LIVING  WILL 

Requires  new  legislation 

No 

Yes 

Existing  Statute  in  SD  law 

Yes 

No 

Instrument  drawn  and  witnessed  by  attorney 

Yes 

Often  not 

Names  specific  person  to  speak  for  patient 

Yes 

No 

Does  violence  to  concept  of  informed  consent 

No 

Yes 

Provision  for  medical  decision  making  for  patient 
unable  to  speak  for  self,  but  not  terminally  ill 

Yes 

No 

Creates  unwarranted  assumptions  regarding  patient  wishes 

No 

Yes 
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General  Surgeon 

Newly  remodeled,  progressive 
29-bed  rural  facility  seeking 
general  surgeon.  Active  family 
practice  setting  currently  with 
four  family  practice  physicians. 
Please  contact: 

Linda  Iverson,  Administrator 
Phone:  (605)  428-5431 


PEDIATRICIAN, 

OB/GYN, 

PSYCHIATRIST, 

FAMILY  PRACTITIONER, 
OPHTHALMOLOGIST 

Growing  16  physician,  multi- 
specialty clinic  in  beautiful 
northwestern  Wisconsin  seeking 
BC/BE  specialists.  Attractive 
partnership  opportunity  after  one  year. 
Come  grow  with  us!  Contact: 

Mark  Nymo,  MD 
Indianhead  Medical  Group,  Ltd. 
1020  Lakeshore  Drive 
Rice  Lake,  WI 54868 
Phone:(715)234-9031 


Family  Physician 

Established  4-man  family  physician 
group  seeking  a board  certified  or 
board  eligible  family  physician  to 
replace  retired  physician.  Thriving 
community  has  up-to-date  hospital  with 
excellent  specialty  backup  through 
networking. Guaranteed 
salary/benefits.  New  clinic  to  be 
attached  to  hospital  by  fall  1989.  New 
branch  clinic  in  Doland.  Contact: 

Joel  B.  Huber,  MD 
Medical  Director 
Family  Physicians  and  Surgeons 
Redfield,  SD  57469 
(605)  472-0510 


Family  Practitioner 

Large  multispecialty  group  with 
9-physician  Family  Practice 
Department  needs  board 
eligible/board  certified  family 
practitioner.  Guaranteed  first  year 
salary,  early  partnership,  attractive 
range  of  benefits.  Write  or  call: 

Michael  Ferrell,  MD 
2727  S.  Kiwanis 
Sioux  Falls,  SD  57105 
Phone:  (605)  331-3490 
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SOUTH  DAKOTA 


University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education,  service 
and  research  for  South  Dakotans  ' 


The  State  of  South  Dakota’s  Child:  1988 

Annual  review  of  infant  mortality  in  South  Dakota,  some  of  the  factors  affecting  it,  and  recommend- 
ations for  improving  the  health  of  "South  Dakota’s  Child" . 

Ann  Wilson,  Ph.D^ 


Editorial  Note: 

This  month  begins  South  Dakota’s  Centennial  Year.  As  we  celebrate  our  past,  we  also  recognize  that  it  is  the  foundation 
for  times  to  come.  The  children  of  today  will  mold  this  future  and  our  investment  in  their  health  care  is  a means  of  giving 
them  a strong  basis  for  their  beginnings  in  life.  This  second  annual  report  on  the  "State  of  South  Dakota’s  Child"  provides 
an  assessment  of  the  challenges  our  state  faces  in  providing  for  healthy  beginnings  for  our  youngest  citizens  and  future 
leaders  of  our  new  century. 

R.C.  Talley,  MD,  Vice  President/Dean 
USD,  School  of  Medicine 
Sioux  Falls,  SD 


Abstract: 

South  Dakota’s  five  year  (1982-86)  mean  neonatal  mortality  rate  {62)  has  achieved  the  Surgeon  General’s  1990 
goal  of  6.5  and  is  lower  than  the  7.1  national  mean  rate.  The  rate  of  post  neonatal  mortality  continues  to  be  an  area 
of  concern,  especially  for  the  non-white  population  whose  live  year  mean  rate  is  twice  that  of  the  nation.  Inade- 
quate utilization  of  prenatal  care  in  South  Dakota  is  significantly  related  to  higher  neonatal  and  post  neonatal 
mortality,  higher  admission  rates  to  neonatal  intensive  care  and  higher  costs  for  neonatal  intensive  care.  Improv- 
ing access  and  utilization  of  prenatal  care  is  advocated  as  a cost  effective  and  humane  investment  of  public  resour- 
ces. 


As  an  annual  contribution  to  i\\t  Journal,  this  article 
will  review  infant  mortality  in  South  Dakota.  A 
special  focus  of  this  year’s  article  will  be  on  prenatal 
care  and  its  relationship  to  infant  survival  and  admis- 
sion to  neonatal  intensive  care. 

Three  factors  must  be  recognized  as  data  on  infant 
mortality  in  South  Dakota  is  examined;  the  state’s  small 
population  base  and  declining  birth  rate,  the  difference 
between  neonatal  and  post  neonatal  mortality,  and  the 
differing  contribution  of  the  white  and  the  non-white 
population  to  mortality.  Each  of  these  factors  will  be 
explored  prior  to  a discussion  of  current  mortality  data. 


^Professor,  Departments  of  Pediatrics  and  Psychiatry, 
School  ofMedicine,  University  of  South  Dakota,  Sioux  Falls, 
South  Dakota. 

‘Preliminary  data  from  the  State  Health  Department  shows 
that  in  1987  there  were  11,482  live  births  in  South  Dakota 
with  84%  of  these  White  and  16%  Non  white  newborns. 


Declining  Births  in  South  Dakota 

Figure  1 presents  data  on  the  declining  birth  rate  in 
South  Dakota.  South  Dakota’s  birth  rate  has  charae- 
teristically  been  higher  than  the  nation’s  and  the  1986 
birth  rate  of  16.4  births  per  1,000  population  continues 
to  be  higher  than  the  national  rate  of  15.6  for  this  year. 
However,  since  1980  there  have  been  decreasing  num- 
bers of  live  births  in  South  Dakota  with  a total  decrease 
of  13%  over  the  past  6 years.  In  1986  only  four  states 
in  the  nation  had  fewer  births  than  did  South  Dakota 
and  approximately  half  of  the  states  have  as  many  an- 
nual births  as  does  South  Dakota  in  five  years.*  Our 
small  base  of  live  births  demands  that  aggregate  data 
be  used  to  evaluate  perinatal  outcome  as  mortality  data 
from  any  one  year  do  not  provide  a fair  base  for  describ- 
ing the  health  status  of  infants  in  the  state. 

Neonatal  vs.  Post  Neonatal  Mortality 

Infant  mortality  rates  represent  the  combination  of 
neonatal  deaths  within  the  first  27  days  of  life  and  post 


JANUARY  1989 


15 


Birth  Rates 

South  Dakota  and  United  States 
1950-1986 


Rates  per  1000  population 

Data  from  National  Center  for  Health  Statistics 

Figure  1 


Figure  3 


neonatal  deaths  between  the  28th  day  and  the  end  of 
the  first  year  of  life.^  Prior  to  the  1920s,  over  half  of  all 
infant  deaths  occurred  in  the  post  neonatal  period.^ 
Over  time  there  has  been  a shift  with  now  approximate- 
ly two-thirds  of  all  infant  deaths  in  the  United  States 
occurring  in  the  neonatal  period  of  time.^  In  South 
Dakota,  for  the  past  five  years  a mean  of  57%  of  all 
deaths  occurred  in  the  neonatal  period  while  43%  oc- 
curred in  the  post  neonatal  period  of  time. 
Interpretations  of  factors  related  to  mortality  during 
these  two  time  periods  indicate  that  access  to  neonatal 
intensive  care  is  reflected  in  neonatal  mortality  rates 
and  that  socioeconomic  factors  more  significantly  in- 
fluence post  neonatal  mortality  rates.^'^ 

White  vs.  Non-White  Contribution  to  Infant  Mortality 

A sad  commentary  on  infant  survival  in  the  United 
States  is  revealed  in  the  fact  that  current  infant  mortality 
rates,  as  did  those  at  the  turn  of  the  century,  show  that 
approximately  twice  as  many  non-white  as  white  babies 
die.^’^  While  the  current  (1986)  infant  mortality  rate 
for  the  United  States  is  10.6  and  is  approximately  one- 
tenth  of  its  original  rate,  there  has  been  little  change  in 
the  ratio  of  black  to  white  mortality.  In  fact,  the  current 
national  2.0  black/white  ratio  of  infant  deaths  has  in- 
creased from  its  1.6  ratio  in  1950.^’^  Between  1982-86 
approximately  16%  of  all  births  in  South  Dakota  were 
non-white,  but  as  shown  in  Figure  2,  23%  of  neonatal 
and  40%  of  post  neonatal  deaths  were  of  non-white 
babies  of  whom  85%  were  Native  American. 

Infant  Mortality  in  South  Dakota  and  the  United 
States 

Figure  3 presents  the  mean  rates  of  neonatal  and  post 
neonatal  mortality  for  the  years  1982-86.  As  can  be 
seen,  neonatal  mortality  rates  for  the  white  and  the  non- 
white populations  in  South  Dakota  compare  quite 


favorably  with  the  mean  rates  for  the  United  States.  In 
fact,  when  examining  these  data  in  relation  to  the  Sur- 
geon General’s  Health  Goals  for  the  year  1990,  South 
Dakota  has  already  achieved  the  goal  of  a neonatal 
mortality  rate  of  less  than  6.5^  for  its  white  and  non- 
white populations  with  a mean  neonatal  mortality  rate 
for  these  years  of  5.62  for  the  white  and  6.26  for  the  non- 
white populations. 

Of  interest  is  the  observation  made  in  Figure  4 that 
the  1986  neonatal  mortality  rate  in  South  Dakota  was 
higher  than  it  has  been  in  the  last  four  years  and  for  the 
first  time  since  1977  is  higher  than  the  rate  for  the 
United  States.  While  this  1986  increase  in  mortality  is 
very  apparent  on  the  graph,  important  to  its  interpreta- 
tion is  the  fact  that  it  is  not  statistically  different  from 
rates  recorded  in  the  previous  six  years.  An  examina- 
tion of  causes  of  mortality  in  1986,  shows  that  63%  of 
all  white  neonatal  deaths  were  attributed  to  congenital 
anomalies  or  to  birth  weight  of  less  than  500  grams.  In 
the  previous  five  years,  approximately  45%  of  neonatal 
deaths  could  be  attributed  to  these  causes.  If  all  neona- 
tal deaths  due  to  these  reasons  were  removed  from 
calculations  of  mortality  for  the  past  five  years  (1982- 
86),  the  white  neonatal  mortality  rate  so  calculated  for 
1986  (2.3)  would  have  been  lower  than  the  five  year 
mean  of  2.9.  However,  the  1986  non-white  neonatal 
mortality  rate  so  calculated  (7.5)  still  is  higher  than  the 
previous  five  year  mean  of  6.3  Theoretically,  removing 
these  deaths  from  calculations  of  neonatal  mortality, 
eliminates  deaths  that  medical  care  is  most  unlikely  to 
prevent.  An  assumption  can  be  made  that  a death  in 
the  neonatal  period  that  is  caused  by  a congenital 
anomaly  represents  a lethal  abnormality  and  while 
there  are  few  exceptions,  newborns  with  birth  weights 
less  than  500  grams  are  generally  considered  non-vi- 
able.  These  calculations  also  assume  that  no  baby  dying 
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of  a congenital  anomaly  also  weighed  less  than  500 
grams  at  birth. 

Compared  to  neonatal  mortality,  post  neonatal  mor- 
tality rates  in  South  Dakota,  as  shown  in  Figure  4,  have 
typically  been  higher  than  national  rates.  Figure  3 
shows  that  the  white  mean  rate  of  post  neonatal  mor- 
tality (3.3)  is  quite  comparable  to  that  of  the  United 
States  (3.2),  however,  the  non-white  mean  rate  of  post 
neonatal  mortality  (11.7)  is  twice  as  high  as  the  mean 
rate  for  the  United  States  (5.8).  The  exceptionally  high 
rate  of  post  neonatal  mortality  among  the  non-white 
population  contributes  the  high  rate  for  the  total 
population  of  the  state  (4.7)  that  is  distant  from  the  Sur- 
geon General’s  goal  of  2.5  by  the  year  1990.^ 

As  with  neonatal  mortality,  in  1986  (see  Figure  4),  the 
post  neonatal  mortality  rates  for  both  whites  and  non- 
whites were  higher  than  they  have  been  in  recent  years. 
Again,  while  the  slope  of  this  increase  is  most  apparent 
on  the  graph,  the  rate  for  1986  is  not  statistically  dif- 
ferent from  the  rates  of  the  previous  six  years.  An 
examination  of  causes  for  this  increase  shows  that  there 
were  more  than  the  usual  number  of  deaths  attributed 
to  "all  other  causes"  for  the  white  population  but  other- 
wise, there  were  no  identified  increases  in  deaths  due 
to  specific  individual  causes.^'^^ 

Low  Birth  Weight,  Infant  Mortality  and  Prenatal  Care 

Low  birth  weight  is  a major  contributor  to  infant 
mortality,  especially  neonatal  mortality.  As  noted  in 
Table  I,  between  1985-6,  the  5%  of  South  Dakota’s  low 
birth  weight  newborns  accounted  for  71%  of  the  neona- 
tal mortality  and  25%  of  the  postneonatal  mortality 
rate. 

Prenatal  care  has  become  a focus  of  attention  in  ex- 
ploring how  infant  mortality  may  be  decreased  by 
preventing  the  birth  of  low  birth  weight  newborns  and 
its  related  neonatal  mortality.^^'^^  Figure  5 presents 
data  showing  the  relationship  between  utilization  of 
prenatal  care  and  infant  mortality  in  South  Dakota. 
Defining  "inadequate  prenatal  care"  as  care  that  in- 


Table  I 

Low  Birth  Weight,  Survival  and  Its  Contribution 
to  Infant  Mortality 
South  Dakota 
1985-86 

Birth  weight  Contribution  to  Mortality 


in  Grams 

Incidence* 

Survival 

Neonatal 

Post-neonatal 

<499 

.13% 

6% 

19% 

0% 

500-999 

.48% 

69% 

28% 

5% 

1000-1499 

.46% 

85% 

11% 

5% 

1500-2499 

4.4% 

98% 

13% 

15% 

TOTAL 

5.4% 

92% 

71% 

25% 

*per  total  live  births 

Data  from  South  Dakota  Department  of  Health 


eludes  less  than  five  visits  during  pregnancy,  care  not 
begun  until  the  last  trimester  of  pregnancy  or  no  care, 
analyses  show  that  7%  of  the  white  and  39%  of  the  Na- 
tive American  population  had  inadequate  care 
between  the  years  1983  and  1985.  Yet,  Figure  5 also 
presents  the  observation  that  26%  of  the  white  and  66% 
of  the  non-white  neonatal  deaths  occurred  among  this 
group  of  newborns  whose  mothers  had  inadequate  care 
during  their  pregnancy.  Further,  the  observation  is 
made  that  21%  of  the  white  and  59%  of  the  Native 
American  post  neonatal  deaths  also  were  among  in- 
fants who  received  inadequate  care  during  gestation. 
These  data  dramatically  demonstrate  that  deaths  of  in- 
fants are  significantly  (p.  <001)  more  likely  to  occur 
throughout  infancy  if  their  mothers  did  not  receive  ade- 
quate CfU'e  during  pregancy. 


Inadequate  Prenatal  Care  and  Infant  Mortality 

South  Dakota 
1983-1985 

White 


Prenattil  Care  Infant  Deaths  with  Inadeauate  Care 


Native  American 


Data  from  South  Dakota  Department  of  Health 

Note  - These  data  are  taken  from  Birth  Infant  Death  File 


Figure  5 

Prenatal  Care  and  Neonatal  Intensive  Care 

Although  low  birth  weight  is  a major  contributor  to 
infant  mortality,  also  to  be  recognized  on  Table  I is  that 
92%  of  newborns  weighing  less  than  2,500  grams  at 
birth  survive,  with  69%  surviving  with  birth  weights  of 
less  than  1,000  grams.  Such  survival  rates  are  heart- 
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ening,  but  interpretation  of  them  must  not  overlook  the 
increased  likelihood  of  physical  and  developmental 
morbidity  among  these  babies  and  the  enormous  public 
and  private  financial  costs  of  providing  them  with 
needed  medical  care  during  and  after  the  perinatal 
period.  Again,  prenatal  care  is  looked  upon  as  a 
means  of  reducing  or  preventing  the  need  of  this  form 
of  costly  medical  care.^^ 

To  examine  the  relationship  between  prenatal  care 
and  admission  to  neonatal  intensive  care  in  South 
Dakota,  a data  base  of  all  admissions  from  the  State’s 
intensive  care  units  was  matched  to  birth  certificate 
data  for  the  years  1983  to  1985.^^  The  adequacy  of 
prenatal  care  was  determined  by  the  above  stated 
definition  and  an  admission  to  a neonatal  intensive  care 
unit  was  considered  as  a hospital  stay  of  a newborn  that 
ended  in  a death,  transfer  to  an  out  of  state  tertiary  cen- 
ter or  the  hospital  discharge  of  an  infant  following  more 
than  a seven  day  stay  in  a neonatal  unit.  This  definition 
was  employed  to  exclude  from  the  sample  babies  that 
required  neonatal  care  for  observation  of  minor  ill- 
nesses. 

The  analysis  of  the  data  generated  from  the  match 
shows  that  the  admission  rate  to  neonatal  intensive  care 
was  higher  (p.<(X)l)  among  infants  with  inadequate 
prenatal  care  as  opposed  to  those  with  adequate  prena- 
tal care  (5.1%  vs  2.86%).  Further,  the  mean  hospital 
bills  for  these  two  groups  were  significantly  different 
(p.  <001),  with  those  infants  with  inadequate  care 
having  a mean  hospital  bill  approximately  $8,000  more 
than  the  mean  bill  of  those  infants  who  received  ade- 
quate care  prior  to  birth. 

Findings  from  this  study  enabled  projections  about 
cost  savings  in  expenditures  for  neonatal  intensive  care 
if  all  women  in  the  state  received  adequate  care  during 
their  pregnancies.  In  making  these  projections,  two 
major  assumptions  were  made.  First,  it  was  assumed 
that  financial  factors  limited  access  to  prenatal  care  and 
second,  that  all  women  in  the  state  who  did  not  receive 
adequate  prenatal  care  would  use  its  services  if  finan- 
cial barriers  to  it  were  removed.  Accepting  these  two 
assumptions,  the  projection  could  then  be  made  that  the 
money  saved  by  decreasing  the  need  for  neonatal  inten- 
sive care  would  be  equivalent  to  twice  the  expense 
incurred  by  providing  prenatal  care  to  all  women  in  the 
state  who  currently  are  not  receiving  it  during  their 
pregnancies. 

Comments 

Based  upon  the  analysis  of  the  relationship  between 
prenatal  care  and  admission  to  neonatal  intensive  care, 
the  State  Legislature  in  1988,  upon  the  request  of  the 
governor,  expanded  Medicaid  coverage  for  prenatal 
care.  This  legislative  action  enables  women  with  in- 
come below  the  poverty  level  to  receive  Medicaid 
benefits  without  first  qualifying  for  public  welfare 
benefits  from  the  Aid  for  Dependent  Children 
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program.  This  Medicaid  coverage  will  provide  for 
medical  care  during  pregnancy  through  60  days  post 
partum  for  women  and  through  the  first  year  of  life  for 
their  babies. 

Since  July  1988,  over  300  women  have  enrolled  in  this 
program;  its  effect  upon  perinatal  outcome  can  not  yet 
be  evaluated.  However,  the  observation  can  be  made 
that  in  all  likelihood,  for  this  program  to  be  successful 
in  preventing  mortality  amd  admissions  to  neonatal  in- 
tensive care,  vigorous  efforts  to  provide  outreach 
services  and  to  monitor  the  utilization  of  such  services 
must  accompany  it.  A fair  assumption  can  be  made, 
that  those  families  who  are  at  greatest  risk  for  unfor- 
tunate perinatal  outcomes  are  also  those  whose  lives 
are  stressed  by  factors  that  impede  their  ability  to  in- 
itiate and  maintain  appropriate  contact  with  the  health 
care  system.  Providing  care  to  this  population,  there- 
fore, also  demands  that  additional  human  energy  be 
expended  for  optimal  patient  utilization  of  this  form  of 
preventive  care. 

Data  on  neonatal  mortality  and  expenditures  in 
neonatal  intensive  care  show  that  both  can  be  an- 
ticipated to  decrease  if  efforts  to  reach  out  to  patients 
are  made.  Furthermore,  while  post  neonatal  deaths  do 
not  occur  as  frequently  among  low  birth  weight  infants, 
21%  of  the  white  and  59%  of  the  non-white  post  neona- 
tal deaths  occurred  to  babies  whose  mothers  received 
inadequate  prenatal  care.  One  may  speculate  about 
how  mothers  who  do  not  seek  care  for  themselves  and 
unborn  infants  also  may  not  seek  or  receive  care  for 
their  infants  following  birth.  This  behavior  may  con- 
tribute to  the  likelihood  of  post  neonatal  deaths  that 
among  the  non-white  population  are  higher  in  South 
Dakota  than  in  most  other  states  in  the  nation. 

Not  until  age  60  is  risk  of  death  higher  than  it  is 
during  the  first  year  of  life.^  For  these  vulnerable  first 
12  months  of  life,  measures  of  societal  protection  for 
babies  must  be  great.  Prenatal  care  that  is  responsive 
to  the  needs  of  women,  especially  those  with  limited 
financial,  emotional  or  social  resources,  must  be 
provided  to  assure  the  safest  passage  through  this  phase 
of  life  that  so  profoundly  affects  a baby’s  future.  For 
these  humanitarian  reasons,  and  for  the  pragmatic 
soundness  of  the  economic  investment,  efforts  to  make 
care  available  for  all  babies  during  their  prenatal 
development  will  benefit  all  of  society. 

Note:  A legislative  priority  for  the  South  Dakota  Chapter 
of  American  Academy  of  Pediatrics  is  to  improve  Medicaid 
reimbursement  rates  for  physician  care. 
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Did  You  Know? 
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Patty  Butler,  SDSMA 


Patty  Is  Retiring 

Here  today,  gone  tomorrow.  This  familiar  expres- 
sion vividly  describes  Patty  Butler’s  retirement 
from  the  South  Dakota  State  Medical  Association  and 
the  Board  of  Medical  and  Osteopathic  Examiners. 
January  27,  is  her  last  day  of  work;  January  28,  she  and 
Clark  leave  for  Rancho  Bernardo,  California,  for  a 
leased  golf  course  condominium  and  the  first  "tee-off 
in  what  promises  to  be  fulfilling  months  and  years 
ahead. 

Patty  has  graced  the  Association  offices  with  her 
hard  work  and  sparkling  personality  for  34  years,  span- 
ning four  office  locations  and  the  terms  of  three 
SDSMA  executives.  Born  Mary  Alice  Elmen  in  Huron, 
SD,  Patty  joined  the  Association  in  January  of  1947,  a 
scant  seven  months  after  the  Council  of  the  SDSMA 
decided  to  establish  an  office  in  the  old  First  National 
Bank  building  in  downtown  Sioux  Falls  and  hire  its  first 
executive  secretary,  John  Foster.  Foster  negotiated  a 
contract  with  the  Veterans  Administration  for  a 
program  called  Hometown  Care,  and  hired  a staff  of 
three,  including  Patty.  She  resigned,  however,  in  the 
summer  of  1949,  but  returned  to  the  Association  in  1957 
when  her  daughter,  Wendy,  was  seven. 

Patty’s  long  association  with  the  South  Dakota  Board 
of  Medical  and  Osteopathic  Examiners,  a state  agency 
created  in  1949,  began  in  1962.  When  Patty  took  over 
the  day-to-day  administration  that  year,  there  were  888 


physicians  and  osteopaths  licensed  in  South  Dakota,  of 
which  493  were  actually  practicing  in  the  state.  This 
month,  as  she  turns  over  the  Board’s  records,  Patty  can 
point  with  pride  that  almost  2,000  physicians  are  now 
licensed  in  South  Dakota,  and  just  over  1,000  are  prac- 
ticing in  the  state.  In  addition  to  her  board 
responsibilities,  Patty  has  staffed  the  Commission  on 
Internal  Affairs  for  the  Association,  was  chief  account- 
ant for  the  Association,  SoDaPAC  and  other  entities, 
and  assisted  with  countless  other  activities,  including 
annual  meetings. 

Along  the  way  Patty  views  new  programs  associated 
with  the  SDSMA  (Blue  Shield,  the  SD  Foundation  for 
Medical  Care,  and  DAKOTACARE),  new  executive 
secretaries  (Dick  Erickson  in  1964,  Bob  Johnson  in 
1972)  and  new  offices  (711  North  Lake  in  1960,  608 
North  West  in  1974,  and  1323  South  Minnesota  in  1987 
as  being  "major  events"  during  her  tenure. 

Patty  has  been  married  44  years  to  Clark  Butler,  who 
has  enjoyed  a long  career  as  a manufacturer’s  repre- 
sentative in  western  wear.  Patty  and  Clark  love  to 
travel,  particularly  to  Portland,  Oregon,  where  Wendy 
lives  with  her  husband  and  two  children.  They  have  also 
taken  a number  of  cruises  in  recent  years.  Patty  can  also 
be  found  golfing,  bowling,  doing  crewel  or  needlepoint, 
playing  bridge  or  mahjong,  maybe  reading.  In  1988,  she 
trained  as  a docent  at  the  newly  restored  Senator  R.  F. 
Pettigrew  Homes  and  Museum,  a volunteer  position 
which  has  renewed  her  interest  in  early  Sioux  Falls  and 
South  Dakota  history.  Although  Patty  and  Clark  may 
spend  the  coldest  winter  months  in  the  San  Diego  area, 
they  will  continue  their  spring  through  fall  activities  in 
Sioux  Falls. 

Patty’s  career  with  the  Association  and  Board  have 
been  mutually  beneficial.  She  was  honored  in  1982, 
when  she  was  the  recipient  of  the  SDSMA’s  special 
Presidential  Award  for  her  meritorious  service.  But 
she  is  quick  to  express  appreciation  for  the  rewarding 
opportunity  the  medical  profession  has  given  her  and 
for  the  kindness  and  understanding  of  the  hundreds  of 
professionals  she  has  worked  with  and  for.  Patty’s  life 
goes  on ; our  lives  go  on-but  her  34  years  of  committed 
service  and  valued  congeniality  cannot  be  replaced 
easily.  # 
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This  Is  Your  Medical  Association 


Dr.  Joseph  Roncskevitz  recently  began  practice  in 
Vermillion.  Dr.  Roncskevitz  is  a native  of  Perth 
Amboy,  New  Jersey.  He  spent  two  years  in  the  army 
and  then  returned  to  college  to  receive  his  degree  at  the 
Chicago  College  of  Osteopathy  in  1961;  completed  an 
internship  in  1962,  at  the  Pontiac  Osteopathic  Hospital 
in  Michigan;  and  a general  surgery  residency  at  the 
Osteopathic  Hospital  of  Maine  in  Portland  in  1965. 

Dr.  Roncskevitz  then  practiced  general  surgery  in 
several  states  including;  West  Virginia,  Maine,  New 
Jersey,  and  Wyoming  before  coming  to  South  Dakota 
from  South  Bend,  Washington. 

4:  4:  :f: 

Several  South  Dakota  physicians  have  been  named 
Fellows  of  the  American  Academy  of  Family  Physicians 
at  a recent  meeting  of  the  Academy  in  New  Orleans. 
These  physicians  are:  James  H.  DeGeest,  Miller;  Alfred 
Shousha,  Britton;  and  Tony  Berg,  Winner. 

Paul  Hohm,  MD  was  the  recipient  of  the  Distinguished 
Civic  Service  Award  presented  at  the  annual  meeting 
of  the  Huron  Area  Chamber  of  Commerce.  Dr.  Hohm, 
a native  of  the  Huron  area,  has  practiced  medicine  at 
the  Tschetter-Hohm  Clinic  in  Huron  for  42  years. 

He  has  been  very  active  in  civic,  educational  and 
medical  affairs  over  the  years.  He  is  past  president  of 
the  South  Dakota  State  Medical  Association,a  member 
of  the  medical  staff  of  the  Huron  Regional  Medical 
Center  since  1947  and  served  as  president  of  the  staff 
on  four  occasions.  Dr.  Hohm  is  one  of  the  original  in- 
corporators of  South  Dakota  Blue  Shield  and  a board 
member  until  1975,  president  of  Blue  Shield  for  three 
terms,  president  of  District  10  and  a member  of  the  Na- 
tional Blue  Shield  Board. 

He  is  one  of  the  charter  members  of  the  South 
Dakota  Foundation  for  Medical  Care  Board  and  is  still 
active  with  that  organization.  Dr.  Hohm  also  provided 
most  of  the  medical  care  for  the  Huron  College  athletic 
teams  at  no  charge,  and  has  been  the  photographer  for 
the  college  football  and  basketball  games  for  many 
years. 

He  has  received  many  awards  over  the  years  includ- 
ing being  inducted  into  the  South  Dakota  Hall  of  Fame 
in  1987,  and  the  State  Medical  Association’s  Com- 
munity Service  Award  in  1984. 


Benjamin  Chaska,  MD,  Webster,  attended  the  annual 
scientific  assembly  of  the  Americem  Academy  of  Family 
Physicians  in  New  Orleans.  A research  paper  that  Dr. 
Chaska  co-authored,  "Influence  of  Current 
Intrapartum  Obstetric  Technology  on  Pregnancy 
Outcome  for  Low-risk  Obstetric  Patients,"  won  the 
award  for  best  paper  in  the  research  physicians 
category  and  was  presented  at  one  of  the  plenary 
sessions  at  the  convention. 

Milbank  welcomes  a new  doctor.  Dr.  Michael  Coyle. 
Dr.  Coyle,  a native  of  Pennsylvania,  specializes  in 
internal  medicine  and  pediatrics,  and  is  board  eligible 
in  both  specialties.  After  graduating  from  high  school, 
he  enlisted  in  the  Air  Force  and  was  assigned  to  a 
hospital  in  Germany  as  a Medical  Service  Specialist. 
After  an  honorable  discharge  from  the  service.  Dr. 
Coyle  moved  to  California,  where  he  passed  the  State 
Boards  for  Practical  Nursing.  Continuing  his  medical 
education,  he  received  his  medical  degree  from  the 
Wright  State  University  School  of  Medicine  in  Dayton, 
Ohio,  in  1984.  He  completed  a residency  in  both 
internal  medicine  and  pediatrics  at  the  Wright  State 
University  affiliated  hospitals  in  Dayton.  There  he 
served  as  Chief  Resident  for  the  Internal 
Medicine/Pediatrics  Program.  He  was  also  voted 
outstanding  Resident  in  Internal  Medicine  during  his 
internship. 

Dr.  Coyle,  his  wife,  Paula,  and  their  son,  Jeremy, 
moved  to  Milbank  from  Fairborn,  Ohio.  Dr.  Coyle’s 
recreational  interests  include  swimming,  sailing,  golf, 
tennis,  camping  and  model  railroading. 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 
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Judy  Kienholz,  MD,  is  a new  family  practice  physician 
at  the  Coteau  des  Prairie  Clinic  in  Sisseton.  Dr. 
Kienholz  is  a native  of  Renville  County,  Minnesota.  She 
attended  college  at  South  Dakota  State  University  in 
Brookings,  receiving  her  bachelor  of  science  degree  in 
1974  and  her  masters  in  science  degree  in  1976.  She 
also  attended  Iowa  State  University  in  Ames  and 
worked  as  a medical  technologist  at  the  Fargo  Clinic  in 
Fargo,  North  Dakota.  Dr.  Kienholz  then  attended  the 
University  of  North  Dakota  in  Grand  Forks  and 
received  her  medical  degree  in  1985.  She  completed  a 
one-year  internship  at  St.  Luke’s  Hospital  in  Fargo  and 
a family  practice  residency  at  the  University  of  North 
Dakota  in  1987.  As  part  of  her  residency  training.  Dr. 
Kienholz  was  on  staff  at  Coteau  des  Prairie  Hospital  last 
October. 


:|e  :|c 


Alan  R.  Bloom,  MD,  of  Webster  has  been  named  a 
diplomate  of  the  American  Board  of  Family  Practice 
and  Richard  Honke,  II,  MD,  Parkston,  was  notified  that 
he  has  again  passed  the  ABFP  recertification  exam. 


Doctors  Stephen  Schroeder,  of  Miller,  and  Phillip 
Hoffsten,  Pierre,  were  presented  plaques  for  their 
service  to  the  Highmore  Clinic  and  the  residents  of  the 
surrounding  area. 


The  South  Dakota  Division  of  the  American  Cancer 
Society  recently  held  its  41st  annual  meeting  at  the 
Holiday  Inn  City  Centre  in  Sioux  Falls.  Officers  were 
elected  for  1988/89,  and  Jerry  Simmons,  MD,  Sioux 
Falls,  was  elected  president  of  the  South  Dakota 
Division. 


Most 
patients 
need 
only  one. 


Jeffrey  J.  Liudahl,  MD,  has  opened  his  practice, 
Yankton  Ear,  Nose  and  Throat,  in  Yankton.  Dr. 
Liudahl,  a Watertown  native,  received  his  medical 
degree  from  the  University  of  South  Dakota  School  of 
Medicine  in  1981.  He  completed  two  years  of  residency 
training  in  general  surgery  at  Sioux  Valley  Hospital  and 
the  Veterans  Administration  in  Sioux  Falls  and  a 
four-year  residency  in  otolaryngology  at  West  Virginia 
University  Hospital,  in  Morgantown.  Dr.  Liudahl  also 
has  had  extensive  training  in  the  areas  of  inhalant 
allergies  and  facial  plastic  surgery. 

Dr.  Liudahl,  his  wife,  Jean,  and  their  son  recently 
moved  to  Yankton. 
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K-9UR 


I Microburst 
Release 
I System’ 

(potassium  chlonde)  Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONnHESE  DRUGS  S^ 

those  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF 

KrcISE^E^^^KS^  WHOM^TVa^ToK- 

.tJxot!Snan^d"rpa“«i;7w^,'ih"h;^p:^ 

“■  P°>assium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions.  Pa  lents  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 

Tild  wiTh  c'ertain  d?ar°rhS^^  P°'«si“'^-losing  nephropathy. 

t-T  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 

patients  have  a normal  dietary  pattern.  Serum  potassium 
'*  hypokalemia  occurs,  dietary  supplementation  with 
potassiurn-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated  ^ 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
? "L.  u PO'assiPf^  concentration  In  such  patients  can  produce  cardiac 

compHcate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone. 
iridrni6r6n6/ . ’ 

chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

. dosage  forms  of  potassium  chlonde  supplements  are  contraindicated  in  any  patient  in 

passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation, 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
po  assium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  othe?  condition  which  impairs  potas 
Slum  excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adiustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 
Ip^nn^  produced  stenotic  and/or  ulceratiye 

lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolying  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation,  ‘ p'cuy 

mi^m  P^'^P-P^stalloids  which  disperse  upon  disintegration  of  the  tablet.  These 

M tl,  nf  m ipl  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 

K ''1 1 controlled  release  of  ions  from  them  are  intended  to  minimize 

the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
^ ulceration  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 

nawlpprp  rrnm  H J ‘’“‘^^Sinnn^duency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  10(),000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  e immated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is  at  present 
nl'np^fTpx  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
occ^urs°  ^ considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 

piS,*!?!,''  *P'‘<®P's-HyPo><alemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
potaSm  g^ucow™  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hyookale- 
thlfcpr^  ' 3 cliciical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
hunnVp?»m^p  ^ th '’ear  in  mind  that  acute  alkalosis  per  se  can  produce 
absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
fnip^^h  ^ potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  po  assium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 

''  olpctrocardiogram,  and  the  clinical  status  of  the  patient 
thp1roa?mo7t  ( potassium  determinations  are  recommended  In  addition  during 

Ipr,  m oiT®."  T ''®b'o>'on.  careful  attention  should  be  paid  to  acid-base  balance  other  ^ 

fhD  nmc  ® '®y®'®' ’^®  electrocardiogram,  and  the  clinical  status  of  the  patient  particularty  n 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis  in-uiony  in 

Drug  Interactions:  Potassium-sparing  diuretics,  see  WARNINGS 

an^S^no^been  pXmed carcinogenicity  studies  in 

picn^nn??"''^  ''epfoduction  studies  have  not  been  conducted  with  K-DUR  It  is 

also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
^NupsTn^MnihPre-'^fh^'^''''  Should  be  given  to  a pregnant  woman  only  if  clearly  needed 
nrli  Mothers.  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEo  oer  liter  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
fevei  in  human'S"  ” ®’''°^'‘’®  supplementation  should  have  little  or  no  effect  on  the 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

WaSgS^  nuEiintvtsr^^  hyperkalemia  (see  CDNTRAINDiCATIDNS, 

WAHNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 

and  WARNINGS^' mh°P^farin^^  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
fhe^s^MiJn^s^*  ' ^ ®®®b  conditions  were  present  in  many  of 

adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting  abdominal  dis- 
comfort and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 

managed  by  taking  the  dose  with  meals  or  reducing  the  dose  lebiuiai  iraci  ano  are  oest 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha 
potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanism^sTrVim- 

resu'flsee  CONTRAINDIcftSri  bo'®®’'®"^ hyperkalemia  can 

result  (see  uuntraindicaTIONS  and  WARNINGS).  It  is  important  to  recognize  that  hvoerkalemia  is 

usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves  depression  of 

Treatment  measures  for  hyperkalemia  include  the  following: 

0 of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics 

of  insulin  peM^TOml"'®^^^  ° b^xtrose  solution  containing  1V20  units 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis, 

rt  piiai  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 
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Dr.  and  Mrs.  (Julia)  Myrick  Pullen,  Jr,  were  honored 
for  their  years  of  service  to  the  South  Dakota  Human 
Services  Center  at  a reception  held  recently.  Dr.  Pullen 
has  been  employed  at  the  Human  Services  Center  for 
the  past  ten  years.  He  began  as  medical  director  in  1978 
and  recently  worked  part  time  as  a staff  psychiatrist. 
He  also  has  served  as  an  associate  professor  for  the 
University  of  South  Dakota  School  of  Medicine, 
Department  of  Psychiatry. 

Julia  Pullen  has  been  a volunteer  at  the  center  over 
the  past  ten  years,  providing  gifts,  visiting  with  patients 
and  ministering  to  their  spiritual  needs. 

The  Pullens  were  honored  at  the  Human  Services 
Center  in  January  when  they  received  the  1987  Gayle 
Fisher  Award  presented  by  the  Mental  Health  Associa- 
tion of  the  Sioux  Empire. 

The  Pullens  will  be  leaving  Yankton  and  moving  to 
Idaho.  Dr.  Pullen  will  resume  employment  at  the  State 
Hospital-North  in  Orofino,  Idaho.  He  served  eleven 
years  as  superintendent  at  that  hospital  before  moving 
to  South  Dakota. 


« * « 4:  « 


Governor  George  S.  Mickelson  recently  appointed 
Jessie  Easton,  MD,  of  Sioux  Falls,  to  the  Planning 
Council  on  Developmental  Disabilities. 

« 


Ted  Angelos,  MD,  was  honored  by  the  communities  of 
Canton  and  Inwood  for  his  35  years  of  dedicted  service 
to  the  area.  A coffee  was  held  at  the  hospital  and  over 
200  people  attended  to  say  thank  you  to  Dr.  Angelos. 
In  the  evening,  there  was  a banquet  and  roast. 

« * « 4: 


Dr.  James  Wiggs  of  Yankton  was  one  of  25  physicians 
nationally  selected  to  attend  a week-long  fellowship 
program  in  the  treatment  of  epilepsy  at  the  Bowman 
Gray  School  of  Medicine  of  Wake  Forest  University, 
Winston-Salem,  North  Carolina.  # 


? Auxiliary  News 


Jacquelyn  Gunnarson,  President,  South  Dakota  State 
Medical  Association  Auxiliary 


How  Well  Do  You  Use  Your  Time? 

When  we  begin  another  year.. .the  illustration  of  a 
cherub-looking  infant  representing  what  is  to 
come.. .replaces  "old  father  time"  shown  as  an  elderly 
gentleman  of  the  previous  365  days. 

Back  in  1900,  the  life  expectancy  of  our  nation’s  men 
was  47  years!  Longevity  has  been  lengthened  by 
"modern  medicine".. .so  by  1977,  this  had  been  raised  to 
71  years  in  developed  countries  of  the  world. ..and  52 
years  in  the  less  developed  nations. 

As  we  start  the  centennial  celebration  year  of  South 
Dakota  statehood,  we  can  be  grateful  for  the  part  that 
the  physicians  of  our  state  have  played  in  the  history  of 
each  community. 

I think  of  my  own  hometown.. .Flandreau... and  I am 
reminded  of  the  grade  school  where  I received  my 
elementary  education.  The  Spafford  School  was 
named  in  honor  of  Dr.  Spafford,  who  faithfully  served 
that  community  during  the  early  years  of  this  century. 
There  are  heroic  tales  of  the  influenza  plague  during 
the  years  1914- 1916.. .before  the  days  of  our  present  day 
medications. 

Many  of  you  may  be  able  to  recall  the  influence  that 
a physician  may  have  had  and  continues  to  have  in  your 
area.  The  South  Dakota  Centennial  Commission  has 
requested  that  we  acknowledge  "pioneer-type 


physicians"  from  throughout  the  state.  IF  YOU  CAN 
BE  OF  HELP  WITH  SIGNIFICANT  INFORMA- 
TION, PLEASE  CONTACT  ME  AS  SOON  AS 
POSSIBLE. 

It  was  on  March  30, 1842,  that  Dr.  Crawford  Long  of 
Georgia,  first  used  ETHER  as  an  anesthetic.  Over  100 
years  later  in  1958,  the  United  States  Congress  set  this 
date  aside  as  "DOCTORS’  DAY"  in  honor  of  our 
nation’s  physicians. 

South  Dakota’s  governor  has  proclaimed  March  30, 
1989  as  "DOCTORS’  DAY"  and  the  South  Dakota 
State  Medical  Association  Auxiliary  is  sponsoring  the 
recognition  of  physicians  for  their  dedication  to  the 
health  and  the  well-being  of  all  people  in  our  state.  This 
day  is  acknowledged  on  the  centennial  calendar  and 
each  district  plans  their  own  observance. 

An  average  life-time  has  been  counted  as  "three- 
score-years-and-ten".  If  the  hours  of  a single  day 
represented  a life  calculated  from  7 am  to  11  pm,  where 
are  you  in  the  following  time-line? 


15  years  

10:25  am 

20  years  

11:34  am 

25  years  

12:42  am 

30  years  

35  years  

3:00  pm 

40  years  

4:08  pm 

45  years 

50  years 

6:25  pm 

55  years  

7:34  pm 

60  years  

8:42  pm 

65  years  

9:51  pm 

70  years 

11:00  pm 

As  you  plan  your  1989  year,  challenge  yourself 
with. ..the  success  of  perseverance.. .the  worth  of 
character. ..the  power  of  kindness. ..the  virtue  of 
patience.. .the  influence  of  example. ..the  obligation  of 
duty...and  THE  VALUE  OF  TIME! 

YESTERDAY  IS  LIKE  A CANCELLED 
CHECK...TOMORROW  IS  AS  A PROMISSORY 
NOTE... AND  TODAY  MAY  BE  THE  ONLY  CASH 
YOU  HAVE...SPEND  IT  WISELY!  # 


JANUARY  1989 
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I Re-introduce  The  Oldest 


Advance  In  Medicines. 


It’s  called  talking.  Right  or  wrong,  many  older  people  today 
feel  that  doctors  just  don’t  spend  as  much  time  talking 
with  their  patients  as  they  used  to.  Things  seem  more 
rushed  and  hurried. 

But  talking,  especially  about  medicines,  is  more  important 
than  ever  before.  Your  older  patients  may  be  taking  several 
different  medicines  and  seeing  more  than  one  doctor.  And 
many  older  people  are  treating  themselves  with  over-the- 
counter  drugs. 

Unfortunately,  an  older  person’s  response  to  medicines  is 
less  predictable  than  a younger  person’s.  They  can  experience 
altered  drug  actions  and  adverse  drug  reactions. 

So,  if  they  don’t  tell  you  first,  ask  them  what  they’re  taking 
and  if  the  medicines  are  causing  any  problems.  Take  a 
complete  medications  history  including  both  prescription 
and  non-prescription  medicines. 


Make  it  a point  to  tell  them  what  they  need  to  know  — the 
medicine’s  name,  how  and  when  to  take  it,  precautions,  and 
possible  side  effects.  Give  them  written  or  printed  information 
they  can  take  home,  and  encourage  them  to  write  down 
what  you  tell  them. 

Good,  clear  communication  about  medicines  can  increase 
compliance,  prevent  problems,  and  lead  to  better  health. 

So  re-introduce  the  oldest  advance  in  medicines.  Make 
talking  a crucial  part  of  your  practice.  It  isn’t  a thing  of  the 
past.  It’s  the  way  to  a healthier  future. 

Before  they  take  it, 
talk  about  it. 


National  Council  on 
Patient  Information  and  Education. 
666  Eleventh  St.  N.W.  Suite  810 
Washington,  D.C.  20001 
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Professional  Liability  Briefs 


Unresolved  Complaints  Can  Lead  to 
Malpractice  Litigation 

A patient’s  complaint  about  medical  care  may  be  the 
first  indication  of  a malpractice  claim.  Not  every  com- 
plaint should  be  considered  as  a threat  of  litigation.  In 
many  cases,  the  patient  may  want  a better  explanation 
or  more  information  than  he  received.  The  patient  who 
feels  he  was  ignored,  unpleasantly  treated  by  staff,  or 
given  improper  medical  care  and  whose  complaint  is 
not  redressed  may  become  angry  enough  to  sue.  Attor- 
neys who  represent  plaintiffs  in  malpractice  actions 
contend  that  a patient’s  anger  over  the  manner  in  which 
his  complaint  or  question  was  handled  is  a major  reason 
the  patient  seeks  legal  assistance. 

Patient  complaints  which  do  not  involve  medical 
treatment,  or  "soft"  complaints,  often  result  when  the 
patient  feels  he  has  been  neglected  or  slighted.  Two 
types  of  patient  complaints  identified  in  a survey  con- 
ducted by  the  Medical  Society  of  New  Jersey  were  that 
physicians  didn’t  include  patients  in  treatment 
decisions  (67%),  and  didn’t  discuss  fees  before  treat- 
ment (63%). 

Complaints  about  medical  treatment,  or  "hard"  com- 
plaints, may  center  on  a patient’s  dissatisfaction  with 
the  outcome  of  care,  or  the  occurrence  of  an  unprevent- 
able  complication,  such  as  infection. 

Patient  complaints,  regardless  of  how  minor  they 
may  seem,  deserve  a prompt  response.  Every  medical 
office  should  have  a policy  for  responding  to  patient 
complaints  in  a consistent,  prompt,  and  courteous  man- 
ner. Consider  these  guidelines. 

1.  Only  physicians  should  discuss  complaints  about 
medical  care.  Fee  complaints  should  be 
reviewed  with  the  physician  before  a resolution 
is  suggested  by  the  bookkeeper  or  billing  service. 

2.  Discuss  complaints  calmly  and  professionally. 
Don’t  allow  the  patient’s  anger  to  trigger  your 
own.  Terminate  the  discussion  if  the  patient  be- 
comes abusive.  Do  not  be  impatient  or 
condescending. 

3.  Confidentiality  laws  bar  the  unauthorized  dis- 
cussion of  a patient’s  medical  care  with  others. 
Even  with  a patient’s  consent,  a physician  should 
not  discuss  a complaint  with  the  patient’s  attor- 
ney before  obtaining  advice  from  his  or  her 
insurance  carrier. 


4.  In  complex  cases,  ask  the  patient  to  submit  his 
complaint  in  writing  or  come  in  for  a meeting, 
rather  than  try  to  resolve  the  problem  by  phone. 

5.  Do  not  admit  liability  or  negligence  when  dis- 
cussing a complaint.  And  don’t  agree  to 
compensate  the  patient  for  an  injury  before  con- 
sulting your  malpractice  carrier.  An  insurance 
company  is  not  obligated  to  honor  settlements 
you  negotiate  without  prior  approval. 

Every  medical  office 
should  hdve  a policy  for 
responding  to  patient 
complaints. 


6.  Never  criticize  care  by  other  providers. 
Gratuitous,  uninformed  comments  about  care 
provided  by  another  professional  trigger  many 
law  suits. 

7.  Document  the  substance  of  discussions  with- 
patients  about  complaints. 

8.  Establish  a consistent  policy  for  waiving  fees  in 
response  to  a complaint.  It  is  unwise  to  permit 
the  business  staff  to  waive  fees  without  the 
doctor’s  approval. 

9.  Report  significant  complaints  or  threatened- 

litigation  to  your  malpractice  carrier.  # 


Reprinted  with  permission  from  the  Loss  Minimizer  Section 
of  Medical  Liability  Monitor  Newsletter,  April  1987;  David 
Karp,  author. 


JANUARY  1989 


27 


New  SDSMA  Members 


NEW  MEMBER 

Alan  R.  Bloom,  MD 

Day  County  Med.  Center 
PO  Box  90 
Webster,  SD 

Michael  Burke,  MD 

Medical  X-ray  Center 
1417  S.  Minnesota  Ave. 

Sioux  Falls,  SD 

Allen  Ching-Yang  Han,  MD 
Central  Plains  Clinic 
2727  S.  Kiwanis  Ave. 

Sioux  Falls,  SD 

George  F.  Diehl,  MD 
413  Ninth  St. 

Britton,  SD 

Kirsten  Erickson,  MD 
Medical  X-ray  Center 
1417  S.  Minnesota  Ave. 

Sioux  Falls,  SD 

Kim  M.  Lorenzen,  MD 

St.  Joseph  Hospital 
Mitchell,  SD 

Stephen  P.  Manlove,  MD 
350  Elk  St 
Rapid  City,  SD 

Greg  M.  Schroeder,  MD 
3556  Spencer  Blvd. 

Sioux  Falls,  SD 

Michael  E.  Schurrer,  MD 

2805  Fifth  St. 

Rapid  City,  SD 

Robert  M.  Smith,  MD 

VAMC 

2501  W.  22nd  St. 

Sioux  Falls,  SD 

Gerald  L.  Turner,  MD 

Madison  Community.  Medical  Ctr. 
903  N.  Washington 
Madison,  SD 

ASSOCIATE  MEMBERS 

Jeanne  M.  Bennett 

829  N.  Main 
Sioux  Falls,  SD 

John  W.  Brady 

1201  National  St. 

Yankton,  SD 
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Kurt  M.  Devine,  MD 

Family  Practice  Center 
2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

LuAnn  Eidsness,  MD 
1612  S.  Phillips  Ave. 

Sioux  Falls,  SD 

Lisa  A.  Germscheid,  MD 
Family  Practice  Center 
2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

Peter  H.  Germscheid,  MD 
Family  Practice  Center 
2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

Peter  D.  Johnson 

3004  S.  Louise  Ave. 

Sioux  Falls,  SD 

David  B.  Kellen,  MD 

Family  Practice  Center 
2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

James  P.  Olson,  MD 
111  W.  Dartmouth 
Vermillion,  SD 

Scott  E.  Rand 

200  N.  Garfield,  Apt.  202 
Sioux  Falls,  SD 

James  A.  Webb 
315  Lewis 
Vermillion,  SD 


A/I  MM/I 


I/Ped 


Student 


Student 


Resident 


Resident 


Resident 


Resident 


Student 


Resident 


Student 


Student 
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SOUTH  DAKOTA 


X Council  Meeting  Highlights 


The  Council  of  the  South  Dakota  State  Medical  As- 
sociation met  on  Friday,  November  18, 1988.  Following 
arc  items  of  business  transacted  at  this  meeting. 

1.  NEW  COUNCILOR.  Dr.  James  Engelbrccht, 
Rapid  City,  was  seated  as  a new  Councilor  from  the 
Black  Hills  District  Medical  Society.  This  brings  the 
Black  Hills  District  to  a total  of  five  councilors. 

2.  1989  LEGISLATIVE  SESSION.  The  SDSMA  will 
sponsor  the  following  legislation: 

1)  An  amendment  to  the  insurance  law  which  will 
allow  the  purchaser  of  the  insurance  to  pay  for 
only  those  services  wanted  and  not  have  to  pay 
additional  premiums  for  services  not  wanted 
and  not  used. 

2)  An  amendment  to  the  insurance  law  which 
would  establish  a review  mechanism  outside  the 
legislative  process  which  would  assess  both  the 
social  and  financial  impact  of  any  request  for 
mandated  health  benefits.  If  the  health  care 
provider  receives  approval  by  the  reviewing 
body,  then  a formal  request  would  be  made  to 
the  legislative  body. 

3)  A bill  which  would  allow  physicians  to  provide 
contraceptives  to  minors  without  parental  con- 
sent. This  will  specifically  state  that  it  docs  not 
apply  to  elective  abortion  or  sterilization. 

4)  An  amendment  to  the  Medical  Practice  Act  stat- 
ing that  sexual  contact  is  unprofessional 
conduct. 

5)  An  amendment  to  the  Medical  Practice  Act  to 
include  medical  records  as  well  as  drug  records 
and  inventories  available  for  inspection  pur- 
poses during  the  course  of  a Board 
investigation. 

6)  An  amendment  to  the  administrative  rules 
which  would  allow  the  Board  to  hold  a con- 
tested case  hearing  without  an  informal 
meeting. 

Legislation  the  State  Medical  Association  will  en- 
dorse is  as  follows: 

1)  Governor  Mickelson’s  1989  budget  request  for 
a 23  percent  increase  in  the  Medicaid  budget 
for  physician  services. 

2)  A $619,000  request  to  fund  the  Family  Practice 
Residency  Program  provided  all  involved  par- 
ties agree  to  the  proposal. 


3)  A proposal  which  would  remove  aircraft  from 
the  ambulance  statute  and  establish  air  am- 
bulance regulation. 

4)  A proposal  stating  that  communicable  disease 
reports  be  maintained  as  confidential  record  in- 
formation, and  imposing  a penalty  if  such 
information  is  knowingly  disseminated  to  un- 
authorized sources. 

5)  Establishing  a license  fee  for  x-ray  tube  inspec- 
tion provided  certain  aspects  about  the  fee 
application  are  clarified  satisfactorily. 

3.  NOMINATIONS  FOR  AWARDS.  Nominees  were 
submitted  for  the  Distinguished  Service  Award  and 
the  Community  Service  Award.  Final  selection  will 
be  made  at  the  April  Council  meeting,  and  awards 
presented  at  the  time  of  the  annual  meeting  in  June. 


# 


The  Physicians’  HELP 

(healing  each  laden  physician) 

Program 

of  the 

South  Dakota  State  Medical  Association 

Designed  to  help  physicians  addicted  to 
alcohol  and/or  other  drugs  as  well  as 
those  with  emotional  and  psychiatric 
disorders. 


All  referrals  and  information  remains 
confidential. 

Call:  (605)336-1965 
or 

Write:  Physicians’  HELP  Program 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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Future  Meetings 


February 

New  Horizons  in  Diabetes  Care,  Howard  Johnson  Convention 
Center,  Rapid  City,  SD,  Feb.  3.  Fee:  $25.  AMA  Category  I 
credit  avail.  Contact:  Sally  Spellerberg,  Am.  Diabetes 
Assoc.,  1524  W.  20th  St.,  Sioux  Falls,  SD  57101.  Phone:  (605) 
335-7670. 

Rheumatology  for  Primary  Care  and  Internal  Medicine,  Azure 
Tides  Resort,  Sarasota,  FL,  Feb.  13-17.  20  hrs.  AMA 

Category  I credit.  Contact:  Am.  Med.  Seminars,  PO  Box 
6214,  Sarasota,  FL  34278.  Phone:  Reece  Pierce,  PA/C, 
Temple  Univ.,  (813)  388-1766. 

Scientific  Session  on  Thromboembolic  Disease,  Chicago,  IL, 
Feb.  14.  Fee:  $17.50.  Contact:  Chicago  Lung  Assoc.,  1440  W. 
Washington  Blvd.,  Chicago,  IL  60607-1878.  Phone:  (312) 
243-2000. 

Pain  Management,  Azure  Tides  Resort,  Sarasota,  FL,  Feb. 
20-24.  20  hrs.  AMA  Category  I credit.  Contact:  Am.  Med. 
Seminars,  PO  Box  6214,  Sarasota,  I'L  34278.  Phone:  Reece 
Pierce,  PA/C,  Temple  Univ.,  (813)  388-1766. 

Advanced  Respiratory  Physiology  Course:  Cell  Biology  of  the 
Lung,  Chicago,  IL,  Feb.  24.  Contact:  Chicago  Lung  Assoc., 
1440  W.  Washington  Blvd.,  Chicago,  IL  60607-1878.  Phone: 
(312)  243-2000. 

March 

Advances  in  General  Pediatrics,  Azure  Tides  Resort, 
Sarasota,  FL,  Mar.  6-10.  20  hrs.  AMA  Category  I credit. 
Contact:  Am.  Med.  Seminars,  PO  Box  6214,  Sarasota,  FL 
34278.  Phone:  Reece  Pierce,  PA/C,  Temple  Univ.,  (813) 
388-1766. 

Strategies  for  Change:  National  Initiative  for  Science  and 
Technology  Education,  Mayflower  Hotel,  Washington,  DC, 
Mar,  13-15.  Fee:  $225.  Contact:  Dept,  of  Registration  Serv., 
AMA,  535  N.  Dearborn  St.,  Chicago,  IL  60610.  Phone: 
1-800-621-8335. 

Surgical  Emergencies  of  the  Abdomen,  Azure  Tides  Resort, 
Sarasota,  FL,  Mar.  13-17.  20  hrs.  AMA  Category  I credit. 
Contact:  Am.  Med.  Seminars,  PO  Box  6214,  Sarasota,  FL 
34278.  Phone:  Reece  Pierce,  PA/C,  Temple  Univ.,  (813) 
388-1766. 

Management  of  Common  Gastroenterological  Pr'oblerns, 

Clinic  Aud.,  U.  of  Kans.  Med.  Ctr,,  Kansas  City,  KS,  Mar. 
15.  Fee:  None.  AMA  Category  I credit  avail.  Contact:  David 
S.  Baldwin,  U.  of  Kansas  Med.  Ctr.,  Off.  of  Cont.  Educ., 
Rainbow  & Olathe  Blvds.,  Kansas  City,  KS  66103.  Phone: 
(913)  588-4488. 

What’s  New  in  Diabetes?  KW'xs  Plaza  Hotel,  Kansas  City,  MO, 
Mar.  31.  AMA  Category  I credit  avail.  Contact:  David  S. 


Baldwin,  U.  of  Kansas  Med.  Ctr.,  Off.  of  Cont.  Educ., 
Rainbow  & Olathe  Blvds.,  Kansas  City,  KS  66103.  Phone: 
(913)  588-4488. 

April 

Urology  for  the  Non-Urologist,  Azure  Tides  Resort,  Sarasota, 
FL,  Apr,  3-7.  20  hrs.  AMA  Category  I credit.  Contact:  Am. 
Med.  Seminars,  PO  Box  6214,  Sarasota,  FL  34278.  Phone: 
Reece  Pierce,  PA/C,  Temple  Univ.,  (813)  388-1766. 

Pulmonary  Eunction  Testing  Workshop,  St.  Paul-Ramsey 
Med.  Ctr.,  St.  Paul,  MN  Apr.  5-7.  18-23  hrs.  AMA  Category 
I credit.  Contact:  Bonnie  Young,  CME,  St.  Paul-Ramsey 
Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101,  Phone:  (612) 
221-3992. 

Annual  Obstetrics  and  Gynecology  Update,  St.  Paul-Ramsey 
Med.  Ctr,,  St.  Paul,  MN,  April  6-7.  14  hrs.  AMA  Category  I 
credit.  Contact:  Bonnie  Young,  CME,  St.  Paul-Ramsey 
Med.Ctr.,  640  Jackson  St., St.  Paul,  MN  55101.  Phone:  (612) 
221-3992. 

Third  Annual  Course  in  Critical  Care  Medicine,  Crowne  Plaza 
Hotel,  Rockville,  MD,  Apr.  12-16.  Fee:  $695.  Contact: 
Svetlana  Lisanti,  Ctr.  for  Bio-Medical  Communication,  491 
Grand  Ave.,  Englewood,  NJ  07631.  Phone:  (201)  385-1808. 

2nd  Annual  Pediatrics  in  Progress,  Tropicana  Hotel,  Las 
Vegas,  NV,  Apr.  14-16.  Fee:  $365.  18  hrs.  AMA  Category  I 
& 15  hrs.  AAFP  credit.  Contact:  CME  Registration,  Am. 
Acad,  of  Ped.,  PO  Box  927,  Elk  Grove  Village,  IL  60009-0927. 
Phone:  (312)  228-5005. 

14th  Annual  Family  Practice  Symposium,  Alameda  Plaza 
Hotel,  Kansas  City,  MO,  Apr.  26-27.  AMA  Category  I credit 
avail.  Contact:  David  Baldwin,  U.  of  Kans.  Med.  Ctr.,  Off. 
of  Cont.  Educ.,  Rainbow  & Olathe  Blvds.,  Kansas  City,  KS 
66103.  Phone:  (913)  588-4488. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


The  American  Medical  Association  has  announced  the 
creation  of  Americart  Medical  Television.  This  is  a 2-hour 
program  on  the  Discovery  Channel  every  Sunday  from  9 to 
11  am,  Central  Standard  Time,  starting  Sunday,  January 
8, 1989.  American  Medical  Television  carries  CME  credits 
for  its  programs. 
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SOUTH  DAKOTA 


In  moderate  depression  and  anxie^ 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z,  s',  dose^ 

^ First-week  improvement  in  somatic  symptoms  ^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 

Protea  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vo 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file,  HolTmann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  VP, 
el al.  P^chophamacology  61 :2\7-225,  Mar  22, 1979. 


Limbitrol*® 

Hanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy.-  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  ty^  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  ftinction.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abaiptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremoc  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic- Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic.  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine.  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstiual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other.-  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  Scohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

Hovi  Supptiti:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tablets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 
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And  The  Weeks  That  Follow 


1^74%  of  patients  experienced  improved  sleep 
after  the  first  A s’,  dose' 

^First-week  reduction  in  somatic  symptoms’ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  genertd,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


Percentage  of  Reduaion  in  Individual  Somatic  S> 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


UmbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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■Cefaclor 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  (or  prescribing 
information. 

Indication:  Lower  respiratory  inteclions.  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  sireptococcil. 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECion  should  BE  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  penicillins  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiyeness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Steyens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  m patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  repotted  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape^  (glucose 
enzymatic  test  strip,  Lilly)  loeioeeii 

Additional  information  available  from  PV  2351  AMP 

Ell  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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EDUCATION  TAKES 

MOXEY 

— Lots  and  Lots  of 

Money — 

The  primary  purpose  of  the  South  Dakota  Med- 
ical School  Endowment  Association  is  to  pro- 
vide low  interest  (6%)  loans  to  medical  students 
who  are  attending  the  University  of  South  Da- 
kota School  of  Medicine.  In  the  past  four  years 
we  have  increased  available  loan  money  from 
$21,000  to  $45,000  for  1988.  Student  needs  are 
increasing  each  year,  reflected  by  the  increase 
in  the  number  of  loans  from  14  to  72.  More 
contributions  are  needed  to  ensure  continued 
growth  in  our  loan  assistance. 

WE  iVEEO  YOUR  HELP 

All  contributions  are  used  to  provide  loans  to 
South  Dakota  s medical  students  unless  you  specify 
otherwise. 

Please  send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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AIRFORCE 

MEDONE 

AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE 

Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar  with 
the  latest  computer  technologies  instead  of  those  of  your  specialty?  Are 
supply  and  equipment  problems  getting  you  down? 

Join  the  Air  Force  medical  team.  Concentrate  on  your  medical 
practice.  Leave  the  paperwork  hassle  to  others.  We  use  the  group 
practice  system  of  health  care.  It  allows  maximum  patient/physician 
contact  with  a minimum  of  administrative  responsibilities. 

You'll  get  to  use  those  skills  you've  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques;  and,  it 
qualified,  to  specialize. 

Our  superior  employment  and  benefits  package  make  Air  Force 
medicine  an  attractive  alternative  to  private  practice.  Find  out  how  you 
can  be  a part  of  the  Air  Force  health  care  team.  Call 
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Accessing  The  Biomedical  Literature:  The 
South  Dakota  Med-Fax  Network 

A grant-funded  project  directed  by  Lommen  Library  at  the  USD  School  of  Medicine  incorporates 
telefacsimile  delivery  and  interactive  remote  on-line  searching  to  facilitate  access  to  medical  litera- 
ture. 


Elizabeth  A.  Lang,  MLS,  MA^ 
David  A.  Hulkonen,  MA 
Pat  Hamilton,  MLS^ 

Carol  Galganski,  MSLS"* 


ABSTRACT 

Librarians  developed  a plan  for  a medical  information  network  based  upon  the  needs  of  South  Dakota  physicians 
as  revealed  in  a 1984  survey.  The  South  Dakota  Med-Fax  Network  received  private  funding  in  1987  and  became 
operational  in  1988.  The  Network  incorporates  interactive  simultaneous  remote  on-line  database  searching  (ISRS) 
and  telefacsimile  transmission  to  expedite  the  identification  and  delivery  of  medical  literature  to  South  Dakota 
physicians.  At  present,  the  Network  is  composed  of  sixteen  institutional  sites.  Individual  physicians  may  establish 
their  own  sites  ifthey  provide  an  IBM  compatible  personal  computer  with  a modem  and  purchase  a telecommunica- 
tions software  package.  The  Network  will  provide  training  and  follow-up  support.  Use  patterns  to  date  demonstrate 
that  telefacsimile  transmission  is  instrumental  in  reducing  significantly  the  time  necessary  to  deliver  journal  litera- 
ture and  that  ISRS  searching  Is  the  method  of  choice  in  the  Network’s  remote  sites. 


Obtaining  access  to  medical  literature  for  clinical  or 
research  purposes  can  be  a frustrating  experience 
for  South  Dakota  physicians.  Rural  practitioners  face 
special  challenges  in  acquiring  needed  material.  Their 
local  hospitals  may  provide  little  more  than  a handful  of 
basic  journals  and  are  unlikely  to  have  individuals  with 
library  training  on  staff  who  could  assist  in  locating 
materials  elsewhere.  The  major  medical  libraries  in  the 
state  are  located  in  Vermillion,  Sioux  Falls,  and  Rapid 
City,  out  of  reaeh  of  many  physicians  practicing  in  rural 
areas. 

Physician  Survey 

Based  upon  a survey  of  South  Dakota  physicians  con- 
ducted in  1984,  researchers  determined  that  doctors 
identified  as  underserved,  that  is,  those  without  local  ac- 
cess to  a medical  library  staffed  by  a professionally 


^Lommen  Health  Sciences  Library,  USD  School  of  Medicine, 
Vermillion,  SD. 

^Director,  Lommen  Health  Sciences  Library,  USD  School  of 
Medicine,  Vermillion,  SD. 

^Rapid  City  Regional  Hospital  Library,  Rapid  City,  SD. 
■^McKennan  Hospital  Library,  Sioux  Falls,  SD. 


qualified  librarian,  were  generally  unaware  of  library 
resources  available  in  the  state.  These  physicians 
reported  that  they  used  MEDLINE  and  interlibrary 
loan  infrequently  and  accepted  as  a given  that  informa- 
tion delivery  would  be  slow.  Underserved  physicians 
indicated  that  they  were  willing  to  pay  for  library  ser- 
vices and  supported  the  notion  of  locally  available 
computer  access  to  on-line  databases.^ 

In  1986,  librarians  at  Lommen  Library  and  Mc- 
Kennan  and  Rapid  City  Regional  Hospitals 
collaborated  in  an  effort  to  address  the  information 
needs  of  South  Dakota  physicians  as  revealed  in  the 
1984  survey.  The  librarians  developed  a plan  for  a 
medical  information  network  based  upon  a similar 
program  in  Oregon.  They  envisioned  a network  that 
would  build  upon  the  structure  for  interlibrary  coopera- 
tion already  in  place  among  South  Dakota  health  care 
institutions.  The  network  would  incorporate  two  rela- 
tively new  telecommunications  technologies, 
interactive  searching,  a process  that  enables  physicians 
to  participate  actively  in  on-line  database  searching 
even  though  the  librarian  conducting  the  search  is  lo- 
cated elsewhere,  and  telefacsimile  delivery,  a tool  that 
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would  make  it  possible  for  libraries  to  bypass  the  post- 
al system  and  deliver  journal  articles  within  minutes  or 
hours  instead  of  days  or  weeks. 

Network  planners  sought  funding  for  their  program 
from  private  sources  and  from  the  National  Library  of 
Medicine.  In  June  1987,  the  Bush  Foundation  of  St. 
Paul,  Minnesota  agreed  to  fund  the  librarians’  proposal 
in  full,  providing  $131,778  to  pay  for  the  staff  and  equip- 
ment needed  to  establish  the  South  Dakota  Med-Fax 
Network. 

On-Line  Searching 

Searching  biomedical  databases  on-line  requires  a 
substantial  degree  of  skill.  Medical  librarians  par- 
ticipate in  training  programs  to  learn  the  basics  of 
searching  and  continually  expand  their  proficiency  with 
supplementary  training  and  constant  practice.  Unfor- 
tunately, only  a handful  of  hospitals  in  South  Dakota 
have  librarians  trained  in  database  searching  on  staff. 
Physicians  without  convenient  local  access  to  these  in- 
stitutions must  telephone  or  mail  their  on-line  search 
requests  and  wait  several  days  for  a response.  When  the 
results  of  a search  come  in,  they  may  not  always  meet 
the  physician’s  needs  because  the  librarian’s  interpreta- 


tion of  the  request  may  differ  from  the  doctor’s  intent. 
When  the  search  does  yield  citations  relevant  to  the 
physician’s  needs,  it  is  necessary  for  him  to  request  the 
articles  cited  through  interlibrary  loan,  a process  that 
may  take  three  weeks  or  longer. 

The  disadvantages  of  this  system  in  terms  of 
relevance  and  timeliness  are  obvious.  The  more  precise 
the  request,  the  more  likely  it  is  that  the  search  will 
produce  meaningful  results  but  the  requester  cannot  be 
precise  about  the  material  he  needs  unless  he  has  some 
notion  of  what  is  available.  It  is  extremely  difficult  to 
have  a good  grasp  of  what  is  available  without  access  to 
a well  equipped  medical  library.  Waiting  for  a search 
and  subsequently  for  journal  articles  to  arrive  through 
the  mail  is  unacceptable  in  many  cases.  Information  re- 
quired for  clinical  purposes  is  needed  quickly,  not  next 
week  or  next  month. 

Under  ideal  circumstances,  the  physician  would  be 
present  while  the  librarian  conducts  on-line  searches 
for  him.  Physicians  who  are  able  to  participate  actively 
in  the  process  can  refine  the  search  as  it  is  conducted, 
suggesting  time  frames,  additional  subject  areas,  and 
such  limiting  factors  as  journal  subsets,  review  articles, 
and  particular  authors  or  geographical  locations.  Ob- 
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serving  the  search,  the  doctor  can  evaluate  the  titles 
retrieved  and  determine  whether  the  librarian’s  strategy 
needs  alteration.  Unfortunately,  many  physicians  are 
unable  to  be  present  while  their  searches  are  conducted. 
Distance  from  qualified  searchers  and  time  pressures 
make  this  impossible  in  many  cases. 

Interactive  simultaneous  remote  searching  (ISRS) 
provides  one  means  of  overcoming  this  dilemma.  In  the 
interactive  search  process,  a physician  with  access  to  a 
microcomputer  equipped  with  a modem,  telecom- 
munications software,  and  a long  distance  direct 
telephone  line  is  able  to  establish  a computer  connec- 
tion with  a trained  on-line  searcher  who  may  be  located 
in  the  same  community  or  several  hundred  miles  away. 
Once  the  physician  establishes  the  connection  with  the 
library,  the  librarian  calls  up  the  MEDLARS  databases 
at  the  National  Library  of  Medicine  and  conducts  the 
search.  While  the  search  is  under  way,  results  appear 
simultaneously  on  the  librarian’s  and  the  physician’s 
computer  screens.  The  physician  also  may  receive  a 
paper  copy  at  the  same  time,  if  he  has  a printer.  As 
preliminary  results  are  derived,  the  physician  has  the 
opportunity  to  provide  the  librarian  with  instructions 
for  tailoring  the  search  to  his  specific  requirements  by 
means  of  his  computer  keyboard.  In  this  way,  he  is  as- 
sured of  getting  the  results  he  needs. 

Document  Delivery 

Once  the  physician  is  able  to  identify  the  material 
available  to  meet  his  requirements,  he  can  request  it 
through  interlibrary  loan.  At  this  stage  of  the  process, 
telefacsimile  delivery  comes  into  play.  The  newest 
telefacsimile  machines  are  capable  of  transmitting  high 
quality  copies  of  original  documents  through  the 
telephone  lines  at  a rate  of  under  one  minute  per  page. 
This  technology  makes  it  possible  to  deliver  journal  ar- 
ticles across  the  state  in  minutes.  In  combination,  ISRS 
technology  and  telefacsimile  delivery  provide  a 
mechanism  for  vastly  improving  the  quality  and  efficien- 
cy of  library  service  to  South  Dakota  physicians. 

Network  Organization 

The  South  Dakota  Med-Fax  Network  is  organized  to 
take  advantage  of  these  technologies  and  to  facilitate 
resource  sharing  among  health  care  institutions.  The 
network  is  composed  of  sixteen  sites  (Figure  1),  each  of 
which  is  equipped  with  a telefax  machine.  Four  net- 
work participants,  Lommen  Library,  McKennan,  Rapid 
City  Regional,  and  St.  Mary’s,  serve  as  primary  search 
sites.  Each  primary  site  has  a trained  on-line  searcher 
on  staff  and  a substantial  collection  of  medical  litera- 
ture. The  primary  sites  share  this  material  with  other 
network  participants  and  perform  ISRS  searches  for 
five  remote  search  sites,  Brookings  Hospital,  Prairie 
Lakes  West  in  Watertown,  St.  Joseph  Hospital  in 
Mitchell,  and  the  Public  Health  Service  Hospitals  in 
Eagle  Butte  and  Pine  Ridge. 
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The  remote  sites  have  few  library  resources  and  no 
professional  librarians.  They  rely  heavily  on  other  in- 
stitutions in  the  state  for  access  to  biomedical  literature. 
These  sites  are  equipped  with  microcomputer  worksta- 
tions to  enable  them  to  participate  in  ISRS  searching. 
Contact  persons  at  each  remote  site  have  received  train- 
ing in  the  system  and  are  prepared  to  assist  physicians 
in  its  use. 

Six  other  hospitals  and  the  South  Dakota  State 
Library  perform  their  own  on-line  searching,  although 
they  do  not  provide  ISRS  services  for  other  sites.  They 
have  library  collections  of  varying  sizes  which  they  share 
among  network  participants  using  telefacsimile  trans- 
mission when  appropriate. 

Network  leaders  envision  another  category  of  par- 
ticipant, that  of  the  independent  site.  Such  sites  could 
be  established  in  physicians’  offices,  clinics,  education- 
al institutions,  and  hospitals  not  already  in  the  network. 
Establishing  an  independent  site  is  a simple  process. 
Participants  must  supply  their  own  modem-equipped 
microcomputer  and  purchase  a telecommunications 
software  package.^  At  least  one  institutional  repre- 
sentative must  undergo  initial  training  in  the  ISRS 
system.  As  yet,  no  independent  sites  are  operational 
but  several  physicians  have  made  inquiries  about  estab- 
lishing a site. 

Grant  funds  provide  for  a network  coordinator  who 
is  charged  with  installing  equipment  and  providing 
training  in  its  use.  The  coordinator  monitors  telefac- 
simile and  ISRS  utilization  through  collecting  and 
compiling  statistics  and  is  also  responsible  for  publiciz- 
ing the  network  and  providing  demonstrations  and 
training  to  established  and  prospective  participants.  A 
network  Director  oversees  the  coordinator’s  activities 
and  is  responsible  for  the  administration  of  the  Bush 
grant. 

Network  Utilization 

Telefacsimile  machine  installation  began  in  January, 
1988,  and  the  network  became  fully  operational  in  June 
when  the  last  remote  search  site  was  installed.  As  of 
July  31,  participating  sites  completed  8,740  telefac- 
simile transmissions.  Data  compiled  in  a recent  test 
period  revealed  that  34  percent  of  interlibrary  loan 
transactions  were  accomplished  in  full  or  in  part  by 
telefax  machine.  Requested  journal  articles  trans- 
mitted via  telefacsimile  were  received  within  an  average 
of  1.5  days  while  those  returned  by  mail  took  six  days. 
(Table  I)  Use  of  the  fax  machines  is  not  limited  to  in- 
terlibrary loans.  Network  sites  rely  upon  telefacsimile 
to  transmit  other  forms  of  interlibrary  communication, 
transfer  medical  records,  order  materials,  and  facilitate 
other  administrative  tasks. 

The  figures  for  ISRS  searching  are  equally  en- 
couraging. As  of  July  31,  forty-one  ISRS  searches  have 
been  conducted.  (Table  II)  This  admittedly  small  num- 
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Table  I 

TELEFACSIMILE  DATA  FOR  THE  SOUTH  DAKOTA 
MED-FAX  NETWORK 

(July  11-15, 1988,  sample  period) 

Method  of  Interlibrary  Time  Required 
Loan  Request To  Complete  Transaction 

Telefacsimile  1.5  Days 

Mail  6 Days 

Courier*  3 Days 

*Courier  service  is  available  only  in  limited  areas. 


Table  II 

DATABASE  SEARCHES  CONDUCTED  FOR  REMOTE 
ON-LINE  SEARCH  SITES 

March-July,  1988 

Number  Percentage 


ISRS  Searches 

41 

60% 

Traditional  Searches 

27 

40% 

Total 

68 

100% 

ber  represents  60  percent  of  the  total  number  of  sear- 
ches done  for  the  remote  sites  and  represents  an 
encouraging  adoption  of  the  unfamiliar  ISRS  technol- 
ogy. In  a less  encouraging  development,  physicians  in 
some  sites  are  delegating  the  interactive  role  to  their 
hospital’s  records  administrator  or  education  coor- 
dinator instead  of  participating  directly  in  the  searches 
themselves. 

Conclusion 

There  is  no  question  that  network  participants  have 
embraced  telefacsimile  technology.  This  tool  is  flexible 
and  fast,  providing  expedited  access  not  only  to  journal 
literature  but  to  other  materials  necessary  to  the  health 
professional.  Use  figures  on  ISRS  searching  as  a per- 
centage of  total  on-line  searches  are  encouraging  but 
utilization  patterns  are  less  than  ideal.  In  passing  up  the 
interactive  role,  physicians  lose  the  ISRS  system’s  most 
significant  advantage,  the  opportunity  to  customize 
searching  to  fit  their  unique  needs.  Scheduling  is  an 
obstacle  here.  The  physician  and  the  librarian  must  find 
a time  when  they  are  both  available  to  conduct  the 
search  and  the  service  is  only  offered  during  normal 
business  hours.  Lommen  Library  provides  a partial 
solution  to  the  scheduling  problem  by  serving  as  a back- 
up to  the  other  primary  sites  and  by  establishing  ISRS 
searches  as  a top  priority.  It  is  possible  that  physicians 
are  reluctant  to  invest  the  time  necessary  to  learn  the 
ISRS  procedure  but  the  process  is  relatively  simple. 
The  remote  user  simply  inserts  one  disk  into  the  drive 
and  presses  a few  keys  to  get  started.  The  librarian  does 
the  rest.  As  more  physicians  become  aware  of  the 
system’s  simplicity  and  its  advantages,  it  is  likely  that 
ISRS  will  increase  in  popularity. 


The  South  Dakota  Med-Fax  Network  addresses 
several  of  the  problems  that  came  to  light  in  the  1984 
survey.  By  increasing  the  quality  and  efficiency  of  on- 
line searching  and  interlibrary  loan,  the  network  makes 
these  services  more  accessible  to  South  Dakota 
physicians  and  enhances  their  awareness  of  the  library 
services  that  are  available  to  them  in  the  state. 
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1.  Hulkoneti  DA,  Mack  BR:  Physicians’  perceptions  of 
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2.  ProComm,  by  Datastorm  Technologies,  Inc.  Purchase 
price  for  the  software  is  $10.00  to  $75.00  depending  upon  for- 
mat, documentation,  and  licensing  arrangement. 
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The  ChemPro  500  gives  you  precise  and  accurate 
results  from  whole  blood  in  seconds. 


So  you  get  jmswers  when  you  need  them-while  your 
patient  is  in  the  office. 

Electrolyte  Profile  (K"^,  Na'*',  Cl',  pH) 

Ion  Profile  (K+,  Na^,  Ca^  pH) 

Potassium,  BUN/Glucose,  HgB/Hct 
Glucose/Potassium,  Glucose,  BUN 
To  Learn  more  about  the  ChemPro  500  system  or  to 
see  a demonstration  contact: 


KREISERS  INC. 


1 220  S.  Minnesota  Ave.  1 723  Geneva  219  Omaha  St.  1 724  8th  Ave.  M. 

Sioux  falls,  SD  Sioux  City.  Iowa  Rapid  City,  SD  Billings,  MT 

605/336-1155  712/2520505  605/342  2773  406/252-9309 
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Frank  D.  Messner.  MD.  President 


Thoughts  on  Rural  Health 

A slow  but  very  progressive  and  relentless  change  is 
jccurring  with  rural  medicine  throughout  this 
state  and  also  throughout  the  nation.  The  day  of  black 
bag  house  calls  is  all  but  over.  Both  physicians  and 
patients  are  more  sophisticated  in  the  knowledge  and 
needs  of  our  medical  system. 

Having  spent  most  of  my  life  in  South  Dakota,  I have 
seen  considerable  change  in  the  health  care  delivery  sys- 
tem. When  one  drives  about  the  state,  you  see  fewer 
and  fewer  occupied  farmhouses.  Although  the  popula- 
tion of  our  state  is  relatively  stable,  there  is  a significant 
shift  of  people  to  the  medium  and  large  size  cities.  We 
are  seeing  sm^dl  town  schools  continuing  to  consolidate. 
We  are  seeing  smaller  hospitals  close  or  at  least  face  sig- 
nificant problems  that  threaten  their  existence.  As 
older  physicians  leave  their  practice,  it  is  becoming 
more  difficult  to  find  replacements. 

Many  of  the  reasons  are  obvious,  but  quite  painful  for 
some  communities  to  accept.  Federal  and  state  regula- 
tions are  difficult  to  satisfy,  especially  with  limited 
budgets.  Sophisticated  medical  equipment  is  expensive 
and  difficult  to  justify  when  usage  is  limited,  but  neces- 
sary to  maintain  modern  practice  standards.  Fee 
freezes,  DRG’s,  managed  medicine  by  third  party 
payers,  and  declining  admissions  put  severe  financial 
strains  on  most  hospitals. 

Skilled  physicians  are  reluctant  to  work  alone  or  with 


only  one  or  two  associates.  They  have  been  trained  with 
modern  equipment  and  easy  access  to  consultants  for 
help  with  difficult  cases.  Also,  the  physician’s  spouse  is 
usually  well  educated  and  demands  a career  and  social 
outlets  which  may  not  be  available  in  a smaller  com- 
munity. 

So,  where  do  we  look  for  help?  We  must  maintain  a 
family  practice  oriented  medical  school.  Also  I believe 
smaller  communities  will  need  to  begin  following  the  ex- 
ample of  our  school  system  and  begin  to  consolidate 
medical  services.  This  will  allow  a hospital  to  maintain 
the  volume  that  is  necessary  to  remain  open.  Instead  of 
being  alone,  physicians  can  be  in  a large  enough  group 
to  give  them  adequate  coverage  and  time  off.  This  will 
also  allow  them  more  emotional  and  professional  sup- 
port. 

But  for  this  to  happen,  communities  will  need  to  work 
together.  This  is  a significant  problem,  especially  if  a 
town  must  give  up  a hospital  or  a physician  to  its  neigh- 
bor. Unlike  the  school  system,  there  is  no  mechanism 
to  force  consolidation.  However,  if  there  is  not 
cooperation,  there  will  be  a progressive  loss  of  our  rural 
health  system.  This  will  truly  affect  quality  of  life  in 
rural  South  Dakota. 

I know  this  concept  is  not  new,  however,  I do  see  it 
as  a tremendous  challenge  and  necessity  for  some  of  our 
smaller  communities.  # 


SOUTH  DAKOTA  PHYSICIANS'  HEDGED  INVESTMENTS, 
LIMITED  PARTNERSHIP  I 

managed  by 

^^^HEDGED 

SECURITIES 

FUND/^p 

General  Partner 

Consistent  above-average  returns  over  10  years 

CHANNING  H.  LUSHBOUGH 

Marketing  Representative 

TELEPHONE:  (312)  998-9420 
420  ELM  STREET  • GLENVIEW,  ILLINOIS  60025-4949 
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South  Dakota 
Foundation  for 
fTledicol  Core 


DRG  Validation  and  Impact  on  Hospitals 

SDFMC  conducts  the  DRG  validation  process  to  ascertain  that  the  diagnostic  and  pro- 
cedural and  other  information  leading  to  the  DRG  assignment  as  billed  by  the  hospitals 
is  substantiated  by  the  medical  record. 

1)  SDFMC’s  Regional  Review  Coordinator  (RRC)  reviews  medical  records  to  as- 
sure the  attending  physician  attested  to  the  narrative  discription  of  the  diag- 
nosis and  procedures  billed  by  the  hospital. 

2)  The  RRC  screens  medical  records  to  assure  the  diagnosis  and  procedures  are 
supported  by  the  information  found  in  the  medical  record. 

3)  The  RRC  assures  the  code  selection  and  sequencing  selected  by  the  hospital 
for  billing  meets  nationally  recognized  coding  rules  and  requirements. 

4)  When  medical  determinations  cannot  be  made  by  the  RRC  utilizing  screening 
guidelines,  a physician  adviser  is  contacted  for  a physician  level  medical  deter- 
mination. 

Not  all  code  changes  or  diagnosis  changes  made  through  the  review  process  result  in  ac- 
tually changing  the  DRG.  Only  changes  which  affect  the  DRG  assignment  are  included 
in  SDFMC’s  pattern  analysis. 

If  SDFMC  identifies  a significant  pattern  (6  cases  with  at  least  5%  of  total  claims 
reviewed)  per  quarter,  the  hospital  is  subject  to  intensification  of  review.  Intensification 
of  review  is  most  often  by  hospital,  but  may  also  be  for  a particular  DRG  and  not  the  en- 
tire hospital.  If  the  pattern  is  identified  in  two  or  more  consecutive  quarters,  SDFMC 
will  review  100%  of  Medicare  records  and  may  require  continuing  hospital  education  to 
correct  the  problem. 
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Editorial 


The  Workman’s  Compensation  Law 

Robert  E.  Van  Demark,  Sr,  MD,  Editor 

One  of  the  more  difficult  duties  facing  the  conscien- 
tious physician  is  that  of  giving  an  equitable  and 
fair  disability  rating  to  an  employee  with  disability 
resulting  from  his  or  her  employment.  The  insurance 
carriers  and  their  attorneys  may  seek  to  minimize  the 
disability;  in  contrast,  the  plaintiffs  and  their  attorneys 
may  take  the  opposite  position.  The  examining 
physician  requires  a clear  guide  for  making  a correct 
decision  on  the  extent  of  the  disability. 

One  of  the  most  valuable  textbooks  in  this  area  is  the 
AMA’s  "Guides  to  the  Evaluation  of  Permanent  Im- 
pairment - Third  Edition"  (1988).  It  covers  the 
extremities,  spine  and  pelvis,  the  nervous  system,  the 
respiratory  system,  the  cardiovascular  system,  the 


hemopoietic  system,  the  visual  system,  the  ear,  nose  and 
throat,  the  digestive  system,  the  urinary  and  reproduc- 
tive systems,  the  endocrine  system,  the  skin,  mental  and 
behavioral  disorders,  pain  and  impairment. 

In  addition,  the  disability  schedules  of  the  Minnesota 
Department  of  Labor  and  Industry  are  a model  of 
clarity  and  simplicity  in  stating  the  impairment  of  the 
various  disabilities. 

The  South  Dakota  State  Medical  Association  might 
well  consider  updating  the  code  in  South  Dakota,  defin- 
ing the  disability  associated  with  many  of  the  recently 
recognized  conditions.  These  impairments  should  be 
well  defined  and  not  left  in  the  vague  world  of  argumen- 
tation. It  should  be  noted  that  the  last  annual  awards 
in  Minnesota  have  not  increased,  while  those  in  South 
Dakota  have  increased  12%.  (AMA  News)  # 


AMA  Physiciam’ Recognition  Award 


AMA  Physicians’  Recognition  Award  Recipients 

Congratulations  to  the  physicians  in  South  Dakota  who  have  earned  the  AMA  Physicians’  Recognition  Award  in  the 
months  of  October,  November,  and  December,  1988. 


October 


Walter  O.  Carlson,  MD* 

Sioux  Falls  Myrick  W.  Pullen,  MD* 

Yankton 

November 

Jeffrey  B.  Hagen,  MD* 

David  R.  Rossing,  MD* 

Sioux  Falls  Jerry  L.  Simmons,  MD* 

Sioux  Falls 

Sioux  Falls 

December 

Carl  J.  Gerber,  MD 

Robert  C.  McGee* 

Fort  Meade  John  E.  Rittmann,  MD* 

Aberdeen  Ruggles  M.  Stahn,  MD 

Watertown 

Rapid  City 

* members  of  the  South  Dakota  State  Medical  Association. 
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DOCTORS’  DAY 
MARCH  30th 


On  March  30, 1842,  ether  was  first  used  as  an 
anesthesia  for  surgery  by  Dr.  Crawford  Long  of 
Georgia.  In  honor  of  Dr.  Long’s  contributions  to 
medicine.  Congress  set  aside  this  day  as  a 
national  "DOCTORS’  DAY'. 

South  Dakota’s  governor  has  proclaimed 
March  30th  as  a special  day,  giving  recognition 
to  physicians  in  the  state  for  their  dedication  to 
the  health  and  well-being  of  all  people. 


(It  is  suggested  that  physicians  wear  a 
red  carnation  on  Doctors’  Day.. .as  this 
flower  denotes  love,  charity,  sacriflce, 
bravery  and  courage.) 


"The  Oldest  Continuous 
Medical  Association  Auxiliary 
in  the  United  States" 


Cut  Along  Dotted  Line  Post  In  Your  Office  Throughout  The  Month  Of  March 


University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education,  service 
and  research  for  South  Dakotans  " 


Recent  Advances  in  Characterizing 
Clearance  of  Water  from  Lungs 

New  studies  of  water  and  solute  transport  across  the  pulmonary  alveolar  membrane  may  contribute 
to  improvement  in  the  therapy  of  pulmonary  edema  in  humans. 

Barbara  E.  Goodman,  Ph.D^ 

ABSTRACT 

The  investigation  of  pulmonary  fluid  balance  has  been  hampered  by  the  complexity  of  the  factors  involved.  New 
techniques  using  cultured  monolayers  of  alveolar  epithelial  cells  have  improved  the  study  of  the  transport  proper- 
ties of  the  lung.  Recent  studies  using  isolated  lung  preparations  and  isolated  alveolar  epithelial  cells  give  addi- 
tional insight  into  the  mechanisms  and  pathophysiology  of  alveolar  pulmonary  edema.  There  may  be  potential  for 
new  therapies  of  clinical  pulmonary  edema  in  humans. 

INTRODUCTION 

The  complex  anatomy  of  the  intact  mammalian  lung 
confounds  efforts  to  extract  specific  information 
about  the  sites  and  kinetics  of  the  transport 
mechanisms  in  lung  fluid  balance.  Investigations  using 
intact  lung  preparations  are  complicated  by  the 
presence  of  para-llel  resistances  (airway  epithelium  vs. 
alveolar  epithelium),  series  resistances  (alveolar 
epithelium,  interstitial  space,  and  capillary  en- 
dothelium), large  unstirred  layers,  unknown  surface 
areas  for  transport,  and  unknown  volumes  of  distribu- 
tion of  tracer  substances.  The  active  transport 
properties  of  the  alveolar  epithelium  itself  are  probab- 
ly of  primary  importance  in  the  maintenamce  of  the 
relatively  fluid-free  state  of  the  air  spaces  of  the  lung. 

Recently,  the  development  of  primary  cultured 
monolayers  of  alveolar  epithelial  cells  as  a model  for 
the  intact  mammalian  alveolar  epithelium  has  proven 
very  useful  for  elucidating  lung  transport  properties. 

However,  the  characteristics  which  determine  net  fluid 
flow  across  adult  mammalian  lungs  are  still  not  well  un- 
derstood. Disturbances  in  normal  alveolar  fluid 
balance  may  lead  to  alveolar  pulmonary  edema. 

Recent  studies  using  isolated  lungs  and  isolated  al- 
veolar epithelial  cells  have  examined  the  characteristics 


^Assistant  Professor,  Department  of  Physiology  and  Pharm- 
cology.  University  of  South  Dakota,  School  of  Medicine,  Ver- 
million, SD  57069. 


and  regulation  of  active  solute  and  water  transport 
across  the  pulmonary  alveolar  epithelium.  These 
studies  lend  insight  into  the  mechanisms,  regulation, 
and  pathophysiology  of  alveolar  pulmonary  edema, 
and  may  ultimately  contribute  to  the  development  of 
improved  treatments  of  this  life-threatening  condition 
in  humans. 


ISOLATED  LUNGS 

The  isolated  perfused  lung  has  been  used  successful- 
ly by  numerous  investigators  for  over  60  years  to  study 
various  aspects  of  lung  physiology,  endothelial  and 
epithelial  transport,  lung  biochemistry,  and  lung  phar- 
macology Most  studies  have  concentrated  on  the 
effects  of  passive  transport  across  lung  epithelia  and 
capillary  endothelium  on  the  maintenance  of  normal 
lung  fluid  balance.  Recent  evidence  suggests  that  active 
transport  across  the  mammeilian  alveolar  epithelium 
may  play  a major  role  in  solute  and  water  clearance 
from  the  pulmonary  air  spaces.  Matthay  et  al^  first  ob- 
served differential  rates  of  liquid  and  protein  clearance 
from  the  alveoli  of  anesthetized  ventilated  sheep  with 
lung  lymph  fistulas.  They  suggested  an  explanation 
could  be  active  metabolic  transport  across  the  alveolar 
barrier.  Using  the  same  isolated  lung  preparation,  Ber- 
thiaume  et  al^  showed  that  beta-adrenergic  agonists 
(terbutaline  and  epinephrine)  increase  lung  liquid 
clearance.  This  clearance  could  be  inhibited  by  the 
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beta-blocker  propranolol  and  by  the  sodium  channel 
blocker  amiloride.  Terbutaline  has  also  been  shown  to 
in-crease  sodium  flux  from  air  space  to  vascular 
space  in  isolated  rat  lungs?  This  effect  of  terbutaline 
could  be  blocked  by  propranolol.  Sodium  transport  in- 
hibitors such  as  amiloride  and  ouabain  decreased  ^ ^ 
sodium  clearance  from  the  air  spaces  of  rat  lungs."*  Bas- 
set et  al?  using  isolated  rat  lungs  perfused  with  Ringer 
solution  which  contained  red  cells  concluded  that  ac- 
tive ion  transport  (not  passive  forces)  is  primarily 
responsible  for  net  fluid  transport  out  of  the  alveoli. 
These  data  are  all  consistent  with  active  sodium 
transport  across  the  intact  mammalian  alveolar 
epithelium  leading  to  removal  of  sodium  and  water 
from  the  alveolar  space. 


a sodium-coupled  glucose 
transport  system  may  be 
involved  in  removal  of 
fluid  from  the  air  spaces 


D-glucose  also  appears  to  cross  the  alveolar 
epithelium  by  an  active  transport  mechanism.  The 
transport  of  D-glucose  across  the  epithelial  barrier  is 
faster  than  the  movement  of  L-glucose.^’^  Wangensteen 
and  Bartlett^  report  that  D-glucose  on  the  alveolar  side 
of  isolated  rabbit  lungs  becomes  involved  in  a complex 
series  of  transport  and  metabohc  processes  presumab- 
ly associated  with  the  epithelial  cells.  Both  D-glucose 
and  the  glucose  analog  2-deoxy-D-glucose  are  incor- 
porated into  larger  molecules  which  ultimately  enter 
the  vascular  space.  The  transport  of  D-glucose  could 
be  inhibited  by  phlorizin,  an  inhibitor  of  sodium-de- 
pendent D-glucose  uptake  at  the  luminal  surface  of 
intestinal  epithelial  cells.  The  glucose  analog  methyl- 
alpha-D-glucopyranoside  accumulates  in  lung  tissue  of 
isolated  rat  lungs  by  an  active  sodium-dependent 
transport  process.*  In  rat  lungs  perfused  with  blood 
from  a donor  rat,  lung  fluid  absorption  is  reduced  by 
the  sodium  transport  inhibitor  amiloride  and  by  the 
glucose  transport  inhibitor  phlorizin.^  These  data 
imply  that  a sodium-coupled  ^ucose  transport  system 
may  be  involved  in  the  net  removal  of  fluid  from  the  air 
spaces  of  intact  mammalian  lungs. 

That  specific  lung  epithelia  (amphibian  lungs,  large 
airway,  and  fetal  lamb)  exhibit  active  transport  has  been 
known  for  a number  of  years.**^'**  Evidence  for  active 
transport  by  intact  alveolar  epithelium  has  been  ob- 
tained in  fluid-filled  fetal  lamb  lungs  and  hollow 
amphibian  lungs,  both  of  which  secrete  chloride  into 


the  alveolar  lumen.***'*^  Active  chloride  secretion  and 
active  sodium  reabsorption  both  are  found  in  canine 
large  airway  epithelia,  with  chloride  secretion 
predominating  in  the  trachea  and  sodium  reabsorption 
predominating  in  the  more  distal  subsegmental 
bronchi.*^’*"*  Olver  et  al*^  and  Brown  et  al*^  found  that 
sodium  reabsorption  increases  with  gestational  age  and 
after  exposure  to  epinephrine.  In  the  intact  lungs  of 
fetal  lambs,  isoproterenol  and  epinephrine  inhibit 
chloride  secretion.  As  gestation  progresses,  lung  fluid 
is  absorbed  and  is  accompanied  by  sodium  reabsorp- 
tion.*^  This  regulation  of  the  rate  of  active  transport 
across  the  fetal  lung  may  be  important  for  the  rapid 
clearance  of  fetal  lung  liquid  cifter  birth. 

ISOLATED  ALVEOLAR  EPITHELIAL  CELLS 

In  recent  years,  the  structural  and  functional  com- 
plexity of  various  organs  has  been  circumvented  by  the 
study  of  cultured  monolayers  of  isolated  epithelial 
cells.*^  Primary  cultured  monolayers  of  isolated  rat  al- 
veolar epithelial  cells  have  been  developed  as  a model 
^ ^ • 18 19 

for  the  intact  mammalian  alveolar  epithelium.  ’ 

Confluent  monolayers  of  purified  alveolar  epithelial 
cells  on  nonporous  surfaces  form  domes  or  fluid-filled 
blisters  within  four  days  in  culture.  In  other  epithelia, 
these  domes  have  been  thought  to  result  from  active 
transport  of  solute  from  the  medium  to  the  substratum, 
with  water  following  passively.^*’^*  Sodium  has  been 
implicated  as  the  solute  involved  in  dome  forma- 
tion.^*’^"*’^  Dome-forming  monolayers  of  alveolar 
epithelial  cells  have  been  used  extensively  to  charac- 
terize the  transepithelial  transport  processes  specific  to 
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the  cdveolar  epithelium.  ’ ' When  such  dome-form- 
ing monolayers  are  exposed  to  metabolic  inhibitors 
(potassium  cyanide,  dinitrophenol,  or  temperature  of 
4°  C),  domes  disappear  rapidly.^^  This  suggests  that 
the  process  of  dome  formation  by  alveolar  epithelial 
cells  is  dependent  upon  metabolic  energy  and  thus  an 
active  transport  process.  Sodium  transport  inhibitors 
(amiloride,  ouabain,  and  orthovanadate)  and  removal 
of  sodium  from  the  medium  also  leads  to  decreased 
dome  formation.  These  data  suggest  that  dome  for- 
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mation  in  primary  cultured  monolayers  of  alveolar 
epithelial  cells  is  due  to  active  transepithelial  sodium 
transport  with  an  anion  and  water  following  passively. 
Intracellular  cyclic  AMP  concentration  has  been  impli- 
cated in  increasing  active  ion  fluxes  in  the  MDCK  cell 
line  and  in  ileal  epithelial  cells.^^'^^  Substances  which 
increase  intracellular  cyclic  AMP  (cyclic  AMP  analogs, 
phosphodiesterase  inhibitors,  beta-adrenergic 
agonists,  and  vasopressin)  cause  large  increases  in  the 
rate  of  dome  formation  in  alveolar  epithelial  cell 
monolayers.  ’ Therefore,  stimulation  by  en- 
dogenous or  exogenous  agents  of  solute  and  fluid 
removal  from  the  alveolar  spaces  in  mammalian  lungs 
in  vivo  may  prove  to  be  important  for  the  treatment  of 
alveolar  pulmonary  edema. 

The  bioelectric  and  permeability  properties  of  al- 
veolar epithelial  cells  grown  on  porous  surfaces  can  be 
easily  measured  in  an  Ussing-type  chamber The 
sodium  transport  inhibitors  amiloride  and  ouabain  in- 
hibit the  spontaneous  potential  difference  generated  by 
the  cultured  monolayers.^  In  addition,  agents  that  in- 
crease intracellular  cyclic  AMP  stimulate  the 
sodium-dependent  short-circuit  current,  and  decrease 
the  electrical  resistance  in  these  monolayers. 
Recently,  the  properties  of  ion  channels  in  patches 
from  the  membrane  of  cultured  adult  rat  alveolar 
epithelial  cells  have  been  studied.^  Schneider  et  al^ 
observed  voltage  sensitive,  high-conductance  chloride 
channels  with  a high  degree  of  anion  selectivity  in  the 
membrane.  They  hypothesized  that  these  chloride 
channels  play  some  role  in  solute  and  water  absorption 
across  alveolar  epithelium.  However,  the  exact  nature 
of  such  a role  remains  unclear. 

A number  of  pathways  for  sodium  entry  into  other 
epithelial  cells  have  been  described.  These  pathways 
include  sodium-coupled  cotransport  systems,  sodium- 
hydrogen  exchange,  and  sodium  channels.  All  of  these 
pathways  appear  to  be  present  in  isolated  pulmonary 
alveolar  epithelial  cells  and  to  respond  to  regulation  by 
various  endogenous  and  exogenous  agents.  Insulin  has 
been  shown  to  increase  the  rate  of  glucose  transport, 
the  spontaneous  potential  difference,  and  the  short-cir- 
cuit current  across  rat  alveolar  cell  monolayers  grown 
on  porous  surfaces.^^  Rat  alveolar  epithelial  cells  at- 
tached to  plastic  take  up  2-deoxy-D-glucose  (glucose 
analog)  by  a sodium-dependent,  carrier-mediated 
transport  process.^^  Purified  alveolar  epithelial  cell 
suspensions  from  rat  lungs^’^^  and  rat  alveolar 
epithelial  cells  which  briefly  adhered  to  plastic^  have 
a sodium- amino  acid  cotransport  system^  which  can 
be  stimulated  by  insulin  at  physiological  concentra- 
tions.^ A sodium-hydrogen  exchange  pathway 
recently  found  in  the  cell  membrane  of  alveolar 
epithelial  cells  may  also  be  a major  mechanism  for  cells 
to  recover  from  an  acid  load  and  for  reabsorption  of 
sodium  from  alveolar  air  spaces.^^ 


CONCLUSION 

Recent  data  from  both  isolated  lungs  and  isolated  al- 
veolar epithelial  cells  has  indicated  that  active  solute 
and  water  reabsorption  from  air  space  to  vascular  space 
can  be  easily  regulated  by  various  endogenous  and  ex- 
ogenous agents.  Many  of  the  active  transport 
mechanisms  well-characterized  in  other  epithelia  are 
now  recognized  to  be  important  for  maintaining  the  al- 
veolar air  spaces  in  their  normal  "dry"  condition.  In 
situations  in  which  excess  fluid  is  present  in  the  air 
spaces  of  the  lung,  it  is  likely  that  regulation  of  these  ac- 
tive transport  processes  may  play  a major  role  in 
alveolar  fluid  clearance.  The  clinical  potential  of 
regulating  trcuisport  remains  to  be  explored. 
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Have  You  Ever  Experienced  a Love- 
Hate  Relationship? 

February  is  known  as  the  month  of  LOVE.... 

When  we  open  ourselves  up  for  deep  personal 
relationships,  we  also  open  ourselves  to  the 
wounds  of  hurts  that  may  arise  from  these  relationships. 
We  suffer  some  inevitable  aches...simply  because  we 
are  vulnerable  people  living  in  stressful  environments 
where  tired  and  fragile  spirits  will  sometimes  accident- 
ly collide. 

In  our  world,  despite  the  best  intentions,  people  are 
unfair  to  each  other.  To  overcome  these  negative  feel- 
ings, we  need  to  go  through  the  experience  of 
forgiveness.  Forgiving  is  LOVE’s  toughest  work.. .and 
love’s  biggest  risk.  Our  sense  of  fairness  tells  us  that 
people  should  pay  for  the  wrong  they  do.  For  those  of 
us  associated  with  medical  fields,  we  are  well  aware  of 
the  healing  process  that  takes  place  during  a recovery 
period.  We  are  also  aware  of  the  various  difficulties 
confronting  today’s  physicians.  The  threat  of  litigation 
is  very  real.  The  life  and  death  situations  in  the  daily 
contact  with  patients  create  stresses.  The  interpersonal 
struggles  that  occur  not  only  among  the  various  mem- 
bers of  the  work  force,  but  also  within  the  physician 
families,  bring  other  challenges. 

Forgiveness  can  be  divided  into  three  stages  which 
are  alliterated  as:  hurt.. .hate.. .heeding.  During  the  hurt, 
we  experience  deep  emotional  pain  caused  by  someone 
else.  During  the  hate,  we  build  up  a bad  memory. 
During  the  healing,  we  begin  to  see  the  one  who  hurt  us 
in  a new  light  and  our  memory  begins  to  recover. 


Through  forgiving  LOVE  (the  opposite  of  hate)  we 
move  toward  a healing  relationship. 

Hate  is  like  a malignancy.. .it  is  deadly  if  allowed  to 
run  its  course.  Hate  hurts  the  hater  more  than  the 
hated.. .and  the  prognosis  for  a complete  recovery  is 
diminished  until  this  is  changed.  A hurt  which  is  al- 
lowed to  fester  and  become  an  open  wound  will  take 
longer  to  respond  to  the  healing  balm  of  the  forgiving 
process.  The  miracle  of  healing  begins  when  one  per- 
son feels  the  pain  and  forgives  the  one  who  opened  the 
wound.  No  two  people  ever  weigh  pain  on  the  same 
scale.  The  pain  a person  causes  me  always  feels  heavier 
to  me  than  it  feels  to  the  person  who  caused  my  pain 
and  the  pain  that  I inflict  on  others  probably  feels  worse 
to  them  than  it  seems  to  me. 

Recently  there  has  been  a renewal  of  emphasis  on 
holistic  medicine.  We  are  comprised  of  body,  mind, 
and  spirit.  Physicians  receive  training  in  the  healing 
arts  of  the  body  and  mind,  but  when  it  comes  to  the 
spirit,  there  can  be  a painful  void  which  needs  to  be 
filled. 

We  live  in  a world  in  which  human  LOVE  can  be 
fractured  by  unfair  suffering.  Whether  the  hate  is  a car- 
cinoma growing  death  or  only  a heartburn,  it  will 
continue  to  hurt  until  the  right  remedy  is  applied.  It  is 
not  always  easy  to  make  the  correct  diagnosis  when  the 
presenting  problem  may  be  vague.  Once  the  needed 
treatment  has  been  decided,  it  may  take  the  form  of 
deep  surgery  of  the  soul.. .or  just  a superficial  cauteriza- 
tion. When  I forgive  someone  for  hurting  me,  it  is  as  if 
"spiritual  surgery"  has  been  performed  inside  my  soul 
and  excised  away  the  area  of  my  pain.  Forgiveness  is 
LOVE’S  antidote.. .and  remedy  for  hate. 

Nobody  seems  to  be  born  with  much  talent  for  for- 
giving...we  all  need  to  learn  this  and  it  takes  time  and 
maturation.  The  hate-habit  is  difficult  to  break.  We 
cannot  erase  the  past  but  we  can  heal  the  pain  left  be- 
hind. When  we  release  the  wrong-doer  from  the  wrong, 
we  cut  that  malignant  tumor  out  of  our  inner  life.  The 
resulting  feeling  of  peace  reminds  me  that  my  previous 
pain  resulted,  in  part,  from  my  feeling  of  pride. 

Committed  LOVE  gives  me  the  strength  to  "tough  it 
out"  in  the  bad  times.. .in  hope  of  better  times.. .it  holds 
on.  While  it  holds.. .it  energizes.. .it  gives  strength  to 
keep  the  door  open  for  a new  beginning.  LOVE’s 
power  to  forgive  can  be  stronger  than  hate’s  power  to 
get  even.  When  we  forgive,  we  create  a new  beginning 
out  of  past  pain  that  never  had  a right  to  exist  in  the  first 
place.  We  create  healing  for  the  future  by  changing  the 
way  we  perceive  the  past. 

HOW  MANY  SITUATIONS  IN  YOUR  LIFE 
COULD  BE  HEALED  IF  YOU  WOULD  APPLY 
THE  ULTIMATE  REMEDY  OF  LOVE...  THE 
FORGIVENESS  OF  OTHERS?  # 
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Socioeconomics 


Medicare  Reimbursement  and  Rural 
Health  Care 

Richard  D.  Mulder,  MD 
Ivanhoe,  Minnesota 

Medicare  patients  in  Minnesota  are  subsidizing  the 
medical  care  of  Medicare  patients  in  large  urban 
coastal  cities  in  an  amount  exceeding  one  billion  dollars 
a year. 

The  reason  for  this  tremendous  loss  of  money  from 
rural  America  is  entirely  due  to  a two-tiered  system  of 
Medicare  reimbursement,  whereby  senior  citizens  in 
urban  America  are  being  reimbursed  more  for  their 
medical  care  then  are  rural  senior  citizens.  And  they  all 
pay  exactly  the  same  Medicare  Part  B premium. 

The  fact  that  this  two  tiered  system  has  existed  for  23 
years  has  been  responsible  for  billions  and  billions  of 
dollars  of  wealth  being  transferred  from  rural  America 
to  urban  America.  This  fact  may  be  a main  contribut- 
ing factor  responsible  for  many  of  the  rural  economic 
problems,  and  the  rural  health  care  crisis  that  now  ex- 
ists. # 
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Medicare  is  Closing  Smaller  Hospitals 

Correlations  from  survey  responses  concerning  the  impact  of  Medicare  rules  on  South  Dakota 
physicians  and  hospitals.  (Part  II) 

Robert  Rietz,  MD,  PhD,  FACS^ 

ABSTRACT 

A previous  article  by  the  author  reported  responses  to  individual  questions  from  a survey  sent  to  solo  prac- 
titioners in  South  Dakota.  The  survey  responses  were  noted  to  have  some  correlations  which  have  been  extracted 
for  this  article.  These  correlations  reveal  a systematic  bias  against  small  town  hospitals  and  small  town  doctors 
by  the  Medicare  rules  and  the  application  of  those  rules.  It  appears  that  Medicare  is  acting  vigorously  to  fulfill  a 
prediction  made  by  the  head  of  the  Health  Care  Financing  Administration  to  close  one  out  of  eight  hospitals  in  the 
United  States.  It  further  appears  that  almost  all  of  the  hospitals  being  closed  are  small  hospitals  which  have  lower 
costs.  In  this  situation,  small  towns  will  have  difficulty  in  attracting  and  keeping  physicians. 


Doctor  William  Roper,  head  of  the  Health  Care 
Financing  Administration,  has  been  quoted  as 
saying  that  about  one  out  of  eight  hospitals  will  close  in 
the  United  States  over  the  next  several  years.^  The  im- 
plicit idea  here  is  that  fewer  hospitals  mean  lower  costs 
for  Medicare.  However,  smaller  hospitals  in  smaller 
towns  have  been  the  hospitals  primarily  affected.  It  has 
been  shown  that  the  smaller  hospitals  have  lower  costs 
overall  and  lower  per  patient-day  costs."* 

Another  article  by  the  author^  has  shown  opinions  of 
solo  practitioners  (in  March  1988)  in  the  state  of  South 
Dakota  concerning  Medicare  rules  and  their  effects.  In 
the  course  of  preparing  that  article,  several  correlations 
were  noted  that  appear  to  show  a definite  bias  by  the 
Medicare  system  against  smaller  hospitals  and  their 
physicians.  The  purpose  of  this  article  is  to  present 
those  correlations  observed  in  the  raw  data  from  the 
original  questionnaire.  The  methods  of  data  collection 
and  computation  were  given  in  the  previous  paper 
The  physician  and  the  small  hospital  are  mutually  de- 
pendent. Any  circumstances  which  would  force  a 
physician  to  quit  or  move  would  adversely  affect  such  a 
small  hospital.  Likewise,  closure,  or  even  threatened 
closure,  of  a hospital  would  reduce  the  physician’s 
ability  to  care  for  patients.  A physician  may  be  forced 
to  quit  or  move.  The  following  data  show  how  pres- 
sures are  being  exerted  on  both  small  hospitals  and 
their  physicians. 


Practices  Otorhinolaryngology/Head  and  Neck  Surgery  in 
Brookings,  SD. 


Aberdeen,  Rapid  City  and  Sioux  Falls  were  felt  to  be 
the  "Big  3"  cities  in  the  state  and  data  from  these  were 
lumped.  The  remaining  towns  were  classed  as  "Rural" 
unless  the  entire  spectrum  of  town  sizes  is  shown. 
Figure  1 reveals  that  the  smaller  towns  have  more 
trouble  with  the  Medicare  DRG  system.  The  primary 
factor  on  this  figure  is  the  "Hospital  Losing  Money  on 
DRGs"  A hospital  that  was  losing  money  was  much 
more  likely  to  have  asked  the  physician  to  change  his 
style  of  practice.  Furthermore,  these  physicians  were 
more  likely  to  feel  that  their  hospitals  would  not  be  open 
in  ten  years.  If  the  data  from  the  Aberdeen  physicians 
is  excluded  from  the  "Big  3"  data,  no  physician  in  that 


O 


+ 


X 


O Hospital  Losing  Money  on  DRGs 

+ Physician  Asked  to  Change 
Style  of  Practice 

X Physician  Feels  That  the  Hospital 
O Will  Close  Within  Ten  Years 


+ 


X 


Rural  Big  3 


Town  Size 


Figure  1 

Effect  of  town  size  on  three  problems  noted  by  physicians. 
(Rural  = 0-16,000;  Big  3 = Aberdeen,  Rapid  City,  Sioux 
Falls) 
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group  felt  that  his  hospit^ll  would  close.  It  should  be 
noted  that  one  Aberdeen  hospitcil  has  closed  since  this 
questionneiire  was  sent  out,  and  that  may  explain  the  few 
responses  about  hospital  closure  in  the  "Big  3." 

In  addition  to  the  pressures  being  exerted  on 
physicians  by  the  local  hospitals,  physicians  and  the 
hospitals  are  being  directly  penalized  by  Medicare’s 
"policeman"  for  supposedly  inappropriate  admissions 
of  Medicare  patients  to  the  hospitals.  Over  one-half  of 
these  initial  "disallowals"  of  admission  have  been 
reversed  upon  appeal.  Even  though  half  of  all  hosptial 
admissions  in  South  Dakota  occur  in  the  Big  3,^  small 
town  physicians  and  their  hospitals  bear  a much  leu’ger 
portion  of  the  disallowals  as  can  be  seen  in  Figure  2. 


Size  of  Town 
(Thousands ) 

Figure  2 

Percent  of  physicians  in  each  town  size  class  who  have  had 
a Medicare  admission  "disallowed."  Dashed  line  is  the  South 
Dakota  average. 


Figure  3 

Of  62  physicians  considering  practice  changes,  this  Figure 
shows  the  percentage  choosing  each  option.  More  than  one 
option  could  be  selected.  (Merge  = merge  with  a local 
physician(s);  Move  = move  to  a new  location;  Hire  Mgr.  = 
hiring  a professional  office  manager;  Retire  = retiring 
sooner  than  originally  intended;  Other  = other) 


Age  of  Physicians 
(Years) 

Figure  4 

Percent  of  physicians  considering  moving  as  a function  of 
the  physicians’  ages. 


With  the  direct  penalties  applied  by  Medicare,  along 
with  the  requests  from  the  local  hospital  to  change  prac- 
tice style,  have  physicians  considered  changing  their 
practice  and  not  just  their  style?  Sixty  percent  of  the 
physicians  have  thought  about  some  change.^  Three 
major  areas  of  chcmge  have  been  considered  (Figure  3). 
Thirty  percent  of  solo  practitioners  would  consider 
merging  with  a local  group  of  physicians,  if  a group  were 
available.  Over  40  percent  of  the  physicians  have  con- 
sidered moving  to  a new  location  while  more  than  half 
have  considered  retiring  earher  than  they  had  original- 
ly intended. 

Merging  with  a local  practice  would  not  take  a 
physician  out  of  a community,  but  early  retirement  and 
moving  away  would.  Figure  4 reveals  that  it  is  the 


younger  physicians  that  are  more  likely  to  move  away 
while  Figure  5 shows  that  it  will  be  predominantly  the 
smaller  towns  that  lose  physicians  when  they  move 
away.  Retiring  sooner  than  originally  intended  is  an  op- 
tion that  appeals  to  older  physicians  (Figure  6),  but  the 
distribution  of  these  physicians  appears  to  be  more  like- 
ly to  have  an  impact  on  South  Dakota’s  "second-tier" 
cities  rather  than  smaller  places  (Figure  7).  Figure  8 
shows  that  physicians  are  currently  evenly  distributed, 
by  age,  in  various  sizes  of  towns.  Thus  there  are  younger 
physicians  who  could  move  away  from  the  smaller 
towns. 

With  solo  practitioners  widely  thinking  about  chan- 
ges in  their  practices,  an  underlying  reason  may  be 
present.  As  noted  earlier,  a physician  without  a hospi- 
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tal  has  great  limitations  placed  on  his  ability  to  care  for 
patients.  Thirty-one  physicians  fear  that  their  hospitals 
are  likely  to  close  within  ten  years  and  Figure  9 shows 
the  factors  that  these  physicians  thought  would  be  im- 
portant in  causing  the  hospital  to  close.  A decline  in  the 
population  or  a decline  in  the  local  economic  climate 
were  cited  as  factors  by  over  30  percent  of  the 
physicians.  The  biggest  single  factor  that  the  doctors 
identified  was  the  negative  effects  of  the  DRG  system 
on  hospital  finances. 
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Rural  Big  3 


Town  Size 

Figure  5 

Percent  of  physicians  considering  moving  to  a new  location 
as  a function  of  town  size.  (Rural  = 0-16,000;  Big  3 = Aber- 
deen, Rapid  City,  Sioux  Falls) 


Age  of  Physicians 
(Years ) 

Percent  of  physicians  in  each  age  group  considering  retiring 
earlier  than  originally  intended. 


Size  of  Town 
(Thousands ) 

Figure  7 

Relation  between  size  of  town  and  physician  intention  to 
retire  earlier  than  originally  intended. 


Size  of  Town 
(Thousands) 


Figure  8 

Average  age  of  physicians  as  a function  of  town  size.  Dashed 
line  is  South  Dakota  average. 


Reasons  given  by  physicians  for  hospitals  closing  in 
ten  years  or  less  in  their  community 

Figure  9 

Thirty-one  physicians  feel  that  their  hospitals  will  close  in 
ten  years  or  less.  This  shows  the  percentage  of  physicians 
in  this  group  who  selected  each  option.  More  than  one  choice 
could  be  selected.  (Econ  = deterioration  in  local  economic 
climate;  pop  = declining  population  base;  RNs  = shortage 
of  qualified  nursing  personnel;  DRGs  = DRG  effects  on 
hospital  Finances;  C-O-N  = Certificate  of  Need  require- 
ments obstructing  operations;  MDMove  = loss  of  physician 
to  retirement/moving  away;  Other  = other) 

Several  questionnaire  items  were  found  to  correlate 
with  the  proportion  of  a physician’s  practice  that  was 
Medicare  patients.  There  is  a general  upward  trend  of 
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0 Physician  Will  Retire  Earlier 
> Considering  Change  in  Practice 
< Hospital  Losing  Money  on  DRRs 
O Physician  has  had  "dlsallowal" 
X Physician  Asked  to  Change  Style 
S Hospital  Will  Close  in  10  Years 

Six-item  Average 


Figure  10 

Relationship  between  percent  of  Medicare  patients  in  a physician’s  practice  and  the  likelihood  that  the  physician  had  been  af- 
tected  by  various  problems.  The  line  gives  an  average  "score"  of  the  six  items  and  could  be  viewed  as  a "Frustration  Index"  for 
physicians.  (Physician  will  retire  earlier  than  originally  intended;  Physician  considering  change  in  practice--see  Figure  3* 
Hospital  IS  losing  money  on  the  DRG  system;  Physician  has  had  a Medicare  admission  to  the  hospital  "disallowed";  Physician’s 
hospital  had  asked  the  physician  to  alter  his  practice  style;  Physician  feels  that  his  hospital  is  likely  to  close  within  ten  years) 
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Figure  11 

Physicians  were  asked  to  rate,  on  a 1 to  10  scale,  the  effect  of  paperwork  imposed  by  Medicare  rules  (1  = minimal  impact;  10 
= intolerable  impact).  Theses  scores  are  correlated  with  individual  physician  readiness  to  advise  a young  person  to  begin  the 
study  of  medicine. 


problems  experienced  by  physicians  as  they  take  on 
more  and  more  Medicare  patients  (Figure  10).  The  dif- 
ficulties appeared  to  peak  at  a Medicare  patient  load  of 
50  percent.  Above  the  50  percent  level,  physician 
problems  seemed  to  decrease.  This  decrease  may  rep- 
resent physicians  who  have  such  a large  Medicare 
patient  load  that  they  have  learned  how  to  deal  with  all 
of  the  Medicare-related  problems.  An  average  score 
was  computed  for  these  six  problem  items  and  plotted 
as  a line  of  the  graph.  This  line  could  be  called  a 
"Frustration  Index"  for  physicians,  and  their  hospitals. 

A different  measure  of  the  "Frustration  Index"  could 
be  inferred  from  the  correlation  between  an  individual 
physician’s  ranking  of  the  "extra  paperwork"  demands 
of  Medicare  and  the  willingness  of  the  physician  to 
recommend  that  a young  person  begin  the  study  of 
medicine.  Figure  11  shows  that  there  is  an  inverse  rela- 
tion between  paperwork  burdens  and  encouragement 
for  young  people  to  study  medicine. 

The  systematic  bias  against  small  town  hospitals  and 
their  physicians  easily  can  be  seen  by  these  data.  The 
Medicare  "policeman"  appears  to  have  his  instructions 
written  in  such  a way  as  to  discriminate  against 
Medicare’s  lower-cost  providers.  Larger  hospitals  may 
be  able  to  afford  an  entire  department  of  experts  to 
handle  Medicare  problems  and  thus  reduce  the  overall 
deleterious  effects  of  Medicare  rules,  but  smaller  hospi- 
tals do  not  have  this  ability.  There  is  an  old  saying  about 
not  being  able  to  fight  city  hall  and  it  stands  to  reason 
that  Medicare  would  write  its  rules  to  impact  most 
heavily  upon  those  least  able  to  fight. 

With  this  information,  attracting  a young  physician  to 
a small  town  and  small  hospital  can  be  seen  to  be  a dif- 
ficult task.  Why  would  an  intelligent  person  take  a 
position  where  one  of  his  tools  (the  hospital)  might  be 
taken  from  him  in  mid-career,  thus  forcing  an  unwanted 
move?  Secondly,  why  would  such  a person  deliberate- 
ly choose  to  live  in  a place  where  the  level  of 
bureaucratic  harassment  in  the  form  of  "disallowed" 
Medicare  admissions  is  much  higher.  Until  these 
problems  can  be  corrected.  Medicare  will  selectively 
eliminate  access  to  health  care  in  rural  areas. 
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SURGEON 

OPPORTUNITY 

Immediate  opening  for  General  Surgeon 
in  Rural  Nebraska,  Board  Certified  or 
Board  Eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great 
Hunting  and  Fishing. 

Contact: 

Wallace  & Panzer,  MD,  PC 
807  North  Ash 
Gordon,  Nebraska  69343 


AVAILABLE 

Private  General  Practice 
Watertovni,  South  Dakota 
605-886-8439 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


BC/BE  Internist 

needed  to  join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal.  Send  curriculum  vitae  or 
inquiries  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 

or  call  collect  at  (701)  662-2157  for 
further  information 
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Governor  Mickelson  presented  a special  recognition 
award  to  Stephen  M.  Brzica,  MD,  Sioux  Falls,  at  the 
Governor’s  Award  Luncheon  held  recently  in  Pierre. 
The  award  was  in  recognition  of  twenty-five  years  of 
dedicated  service  as  a medical  consultant  to  the 
Department  of  Vocational  Rehabilitation. 

t|e  :|c  4: 

Dr.  Steven  Giuseffi  of  Spearfish  and  Dr.  Terry  Altstiel 
of  Fort  Meade  were  among  the  1,466  Initiates  from 
around  the  world  to  become  Fellows  of  the  American 
College  of  Surgeons.  The  convocation  ceremony  was 
held  during  the  College’s  1988  annual  Clinical 
Congress. 


Lee  Mabee,  Jr,  MD,  Sioux  Falls,  was  given  the  Sioux 
River  Valley  Community  Health  Center’s  Medical 
Consultant  of  the  Year  Award.  Dr.  Mabee  is  one  of 
more  than  50  voluntary  consultants  who  see  center 
patients  based  on  their  ability  to  pay.  The  award  is 
based  on  the  doctor’s  willingness  to  care  for  patient’s  in 
hospitals  and  their  relationship  with  the  patients  and 
center  colleagues.  The  award  was  presented  by  Dr. 
Loren  Amundson,  medical  director  of  the  center,  which 
is  located  in  Sioux  Falls. 

David  Smith,  MD  of  Yankton  has  been  elected 
secretary  of  the  American  Medical  Directors 
Association’s  Board  of  Directors. 

4$  4^ 


Drs.  Loren  Amundson,  Dennis  Knutson  and  Eugene 
Hoxtell,  all  of  Sioux  Falls,  will  be  featured  on  cable 
television’s  Lifetime  Medical  Television,  Channel  24  (in 
Sioux  Falls).  The  program  taped  a half-hour  segment 
for  its  weekly  family  practice  update.  This  segment, 
which  is  about  dysplastic  moles,  will  appear  on  February 
19,  at  9 am  and  3, 5:30  and  9:30  pm,  and  at  various  times 
during  the  following  two  weeks. 


Carl  J.  Johnson,  MD,  Clinical  Associate  Professor 
of  Family  Medicine  at  USD  School  of  Medicine  and 
Medical  Officer  for  the  South  Dakota  Department  of 
Health,  died  December  29, 1988,  in  Denver,  CO,  fol- 
lowing coronary  artery  bypass  surgery.  He  was  59. 

Born  in  Indiana,  Dr.  Johnson  received  his  medical 
degree  from  Ohio  State  University  in  1965,  and  MPH 
from  the  University  of  California  at  Berkley  in  1969. 
Board  certified  in  public  health,  he  was  the  author  of 
nearly  100  articles  and  papers.  Before  coming  to 
South  Dakota  five  years  ago.  Dr.  Johnson  had  been 
Director  of  Health  for  Jefferson  County,  CO  and  be- 
came widely  known  for  his  work  linking  plutonium 
contamination  from  the  Rocky  Flats  weapons  plant 
with  an  increased  incidence  of  cancer  in  workers  and 
in  persons  living  downwind  of  the  plant. 

He  had  been  a member  of  the  AMA,  The  South 
Dakota  State  Medical  Association,  The  American 
Public  Health  Association,  Association  for  the  Ad- 
vancement of  Science,  Physicians  for  Social  Respon- 
sibility, as  well  as  others.  Survivors  include  his  wife 
Kathryn  Van  Dusen  Johnson  of  Lakewood,  CO  and 
sons;  Peter,  Fred  and  Kenneth. 


Governor  George  Mickelson  presented  awards  to 
thirteen  South  Dakota  volunteers  who  are  active  in 
disease-related  causes.  The  awards,  gold  medallions, 
were  given  at  the  Governor’s  Neighbor  Helping 
Neighbor  Recognition  Banquet  in  Pierre. 

Three  of  the  recipients  are  South  Dakota  physicians: 
Dr.  John  Devick,  Colton,  is  a member  of  the  South 
Dakota  Division  of  the  American  Cancer  Society  Board 
of  Directors  and  also  provides  support  for  the  Siouxland 
Alzheimer’s  Association.  Dr.  Rodney  Parry,  Sioux 
Falls,  is  the  president  of  the  South  Dakota  Lung 
Association.  He  is  active  in  the  Sioux  Falls  United  Way 
campaign  and  Dakota  Respiratory  Therapy  Society. 
Dr.  Edward  Zawada,  Sioux  Falls,  is  an  active  member 
of  the  American  Heart  Association,  providing  research 
for  the  organization.  He  also  focuses  on  fund-raising 
and  public  education  activities.  # 
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Internist 

Large  multispecialty  group  with 
7-physician  Internal  Medicine 
Department  needs  board 
eligible/board  certified  general 
internist.  Guaranteed  first  year  salary, 
early  partnership,  attractive  range  of 
benefits.  Write  or  Call: 

Michael  Ferrell,  MD 
2727  S.  Kiwanis  Avenue 
Sioux  Falls,  SD  57105 
Phone:  (605)  331-3490 


Family  Practitioner 

Large  multispecialty  group  with 
9-physician  Family  Practice 
Department  needs  board 
eligible/board  certified  family 
practitioner.  Guaranteed  first  year 
salary,  early  partnership,  attractive 
range  of  benefits.  Write  or  call: 

Michael  Ferrell,  MD 
2727  S.  Kiwanis 
Sioux  Falls,  SD  57105 
Phone:  (605)331-3490 


PRACTICE  FOR  SALE 

Excellent  Minnesota  practice  for  sale: 
General  practice  currently  grossing 
over  $500,000  annually  in  lovely, 
suburban  community.  Retiring 
physician  will  introduce  and  assist  in 
transition.  The  only  one  of  its  kind  in 
the  community,  this  solo  practice  is 
close  to  a 300-1-  bed,  full  service 
hospital.  This  medical/surgical  clinic 
includes  x-ray  facilities,  a lab  and  a fully 
computerized  patient  record/billing 
system.  Various  financing  options 
available.  For  complete  details,  contact 
toll  free:  John  Reeves  at 
1-800-354-4050;  or  write  to: 

CompHealth 
Attn:  John  Reeves 
5901  Peachtree  Dunwoody  Road 
#C.65 

Atlanta,  GA  30328. 


Family  Physician 

Established  4-man  family  physician 
group  seeking  a board  certified  or 
board  eligible  family  physician  to 
replace  retired  physician.  Thriving 
community  has  up-to-date  hospital  with 
excellent  specialty  backup  through 
networking. Guaranteed 
salary/benefits.  New  clinic  to  be 
attached  to  hospital  by  fall  1989.  New 
branch  clinic  in  Doland.  Contact: 

Joel  B.  Eluber,  MD 
Medical  Director 
Family  Physicians  and  Surgeons 
Redfield,  SD  57469 
(605)472-0510 
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BC/BE  FAMILY 
PRACTITIONER 

needed  to  join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal. 

Send  curriculum  vitae  or  inquires 
to: 

Lake  Region  Clinic,  PC 

Attn:  Joel  Rotvold 

PO  Box  1100 

Devils  Lake,  ND  58301 

or  call  collect  at  701-662-2157 
for  further  information 
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Eli  Lilly  & Co.  Cover  2 
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SD  Medical  School  Endowment  Assoc.  2 & 25 
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companies  for  advertising  in  this  Journal. 


Letters  to  the  Editor 


A December  issue  of  JAMA  devoted  to  highway 
afety  included  two  articles  and  an  editorial  on 
safety  belt  usage.  The  editorial  summarizes  the  articles, 
but  more  than  that,  it  emphasizes  the  important  role 
physicians  can  play  in  getting  their  patients  to  use  safety 
belts. 

I wonder  how  many  physicians  realize  that  motor 
vehicle  accidents  are  the  leading  cause  of  death  among 
5 to  34-year  olds.  Accidents  cost  the  citizens  of  the 
United  States  billions  of  dollars  each  year  in  work  time 
lost  and  medical  expenses  incurred. 

The  JAMA  editorial  points  out  that  the  use  of  safety 
belts  and  child  safety  seats  is  an  effective  way  to  save 
lives  and  reduce  the  incidence  of  serious  injuries  from 
motor  vehicle  accidents.  As  I see  it,  the  problem  has 
been  convincing  people  to  buckle  up.  The  best  way  to 
do  this,  I believe,  is  by  passing  legislation  to  make  wear- 
ing safety  belts  mandatory.  But,  as  the  editorial  states, 
without  a good  educational  program,  even  this  measure 
loses  some  of  its  effectiveness. 

As  enlightened  physicians,  we  can  use  safety  belts 
ourselves  and  insist  that  our  spouses  and  children  use 
them  as  well.  Then  we  can  honestly  tell  our  patients, 
"The  best  and  cheapest  prescription  I can  give  you  for 
a long  and  healthy  life  is  to  buckle  up  every  time  you  get 
in  your  car.  You  can  be  sure  I do." 

I have  to  admit  that  I don’t  mention  to  my  patients 
the  importance  of  wearing  safety  belts  as  often  as  I 
should.  I’m  sure  all  of  us  can  do  better.  At  the  very 
least,  we  can  make  safety  belt  literature  available  to  our 
patients  and  encourage  them  to  read  the  facts. 

The  South  Dakota  Safety  Belt  Coalition,  with  its  of- 
fice in  Sioux  Falls,  offers  free  pamphlets  and  bumper 
stickers  to  promote  the  practice  of  buckling  up.  I firm- 
ly believe  that  children  who  grow  up  using  safety  belts 
will  continue  to  do  so  as  adults,  and  that  even  adults  can 
change  their  habits  and  learn  to  buckle  up. 

I estimate  that  passing  mandatory  safety  belt  legisla- 
tion in  this  state  and  enforcing  it  could  save  more  than 
a hundred  South  Dakotans  each  year  from  death  or 
serious  injury  as  the  result  of  motor  vehicle  accidents. 
Finally,  if  we  physicians  would  just  make  the  effort  to 
call  or  write  our  legislators  and  let  them  know  of  our 
support  for  such  legislation,  they  will  consider  our 
opinions  and  be  much  more  likely  to  pass  it. 

Robert  R.  Giebink,  MD 
Sioux  Falls,  SD 
# 
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Future  Meetings 


March 

Ninth  Annual  Black  Hills  Winter  Conference  of  Emergency 
Medicine,  Northern  Black  Hills  Holiday  Inn,  Spearfish,  SD, 
Mar.  2-4.  CME  credit  hrs.  avail.  Contact:  Mike  Mathews, 
MD,  Rapid  City  Reg.  Hosp.,  Emerg.  Dept.,  PO  Box  6000, 
Rapid  City,  SD.  Phone:  (605)  341-8222. 

Tenth  Annual  Occupational  Medicine  Update,  Holiday  Inn  E., 
St.  Paul,  MN,  Mar.  10.  Fee:  $125.  61/4  hrs.  AAFP  & AMA 
Category  I credit.  Contact:  Kathleen  Fritz,  Registrar, 
Midwest  Ctr.  for  Occupational  Hlth  & Safety,  Ramsey 
Foundation,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 

Liver  Disease:  Update  on  Diagnosis  and  Therapy,  Azure  Tides 
Resort,  Sarasota,  FL,  Mar.  20-24.  20  hrs.  AMA  Category  I 
credit.  Contact:  Am.  Med.  Seminars,  PO  Box  6214, 
Sarasota,  FL  34278.  Phone:  Reece  Pierce,  PA/C,  Temple 
Univ.  (813)  388-1766. 

Family  Practice  Today,  St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul, 
MN,  Mar.  16-17.  13  hrs.  AMA  Category  I credit.  Contact: 
Bonnie  Young,  Prog.  Coord.,  St.  Paul-Ramsey  Med.  Ctr., 
CME  Off.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612) 
221-3992. 

April 

ENT  Update,  Health  East,  St.  Joseph’s  Hosp.,  St.  Paul,  MN, 
Apr.  7.  7 hrs.  AMA  Category  I credit.  Contact:  Bonnie 
Young,  Prog.  Coord.,  St.  Paul-Ramsey  Med.  Ctr.,  CME  Off., 
640  Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 

Pediatric  Postgraduate  Symposium,  Overland  Park  Marriott, 
Overland  Park,  KS,  Apr.  13-14.  AMA  Category  I credit  avail. 
Contact:  David  Baldwin,  MPA,  U.  of  Kans.  Med.  Ctr.,  Off.  of 
Cont.  Ed.,  Rainbow  & Olathe  Blvds.,  Kansas  City,  KS  66103. 
Phone:  (913)  588-4488. 

39th  Annual  Postgraduate  Symposium  on  Anethesiology, 
Alameda  Plaza  Hotel,  Kansas  City,  MO,  Apr.  21-23.  Fee: 
$350.  17.5  hrs.  AMA  Category  I credit.  Contact:  David 
Baldwin  MPA,  U.  of  Kans.  Med.  Ctr.,  Off.  of  Cont.  Ed., 
Rainbow  & Olathe  Blvds.,  Kansas  City,  KS  66103.  Phone: 
(913)  588-4488. 

The  National  Managed  Health  Care  Congress  1989,  World 
Trade  Ctr.,  Boston,  MA,  Apr.  25-27.  Fee:  $395.  Contact: 
NMHCC  ’89  Reg.  Dept.,  Cambridge  Marketing,  Inc.,  One 
Forbes  Rd.,  Lexington,  MA  02173.  Phone:  (617)  860-7100. 

12th  Annual  National  Conference  on  Rural  Health,  Bally’s 
Hotel,  Reno,  NV,  Apr.  30-May  3.  Contact:  Robert  Quick, 
Com.  Dir.,  National  Rural  Hlth.  Assn.,  301  E.  Armour  Blvd., 
Ste.  420,  Kansas  City,  MO  64111.  Phone:  (816)  756-3140. 

May 

Sunlight,  Ultraviolet  Radiation,  and  the  Skin,  Masur  Aud., 
NIH,  Bethesda,  MD,  May  8-10.  Contact:  Andrea  Manning, 
Prospect  Assoc.,  Ste.  500, 1801  Rockville  Pike,  Rockville,  MD 
20852.  Phone:  (301)  468-MEET. 

Advances  in  Pediatrics,  Mariner’s  Inn,  Hilton  Head  Island, 
SC,  May  18-20.  Fee:  $365.  16  hrs.  AMA  Category  I credit  & 
12.5  hrs.  AAFP  credit.  Contact:  Suzanne  Goheen,  CME 
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Coord.,  Dept,  of  Ed.,  Am.  Acad,  of  Ped.,  PO  Box  927,  Elk 
Grove  Village,  IL  60009-0927.  Phone:  (312)  228-5005. 

South  Dakota’s  Fourth  Annual  Rural  Health  Conference, 

Howard  Johnson  Conv.  Ctr.,  Sioux  Falls,  SD,  May  24-26. 
Contact:  Jan  Smith,  SD  Dept,  of  Health,  523  E.  Capitol, 
Pierre,  SD  57501.  Phone:  (605)  773-3693. 

American  College  of  Sports  Medicine’s  Annual  Meeting, 

Stouffer  Harborplace  Hotel,  Baltimore,  MD,  May  31-June  3. 
Contact:  Susan  E.  Haberle,  Public  Info.  Mgr.,  Am.  College 
of  Sports  Medicine,  PO  Box  1440,  Indianapolis,  IN 
46206-1440.  Phone:  (317)  637-9200. 


The  American  Medical  Association  has  announced  the 
creation  of  American  Medical  Television.  This  is  a 2-hour 
program  on  the  Discovery  Channel  every  Sunday  from  9 to 
11  am.  Central  Standard  Time,  starting  Sunday,  January 
8, 1989.  American  Medical  Television  carries  CME  credits 
for  its  programs. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 

CENTRAL  PLAINS  CLINIC 

TENTH  ANNUAL 
SYMPOSIUM 

Topics  in  Clinical  Medicine 
April  7 & 8, 1989 
Ramkota  Inn 

Sioux  Falls,  South  Dakota 

Contact: 

Michael  R.  Ferrell,  MD 
2727  S.  Kiwanis  Avenue 
Sioux  Falls,  SD  57105 
Phone:  (605)  331-3490 
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VASOTEC 


(ENALAPRIL  AAALEATE  MSD) 


Contralndlcallons:  VASOTEC*  (Enalapril  Maleale,  MSD)  is  coniraindicaled  in  palienis  who  are  hypersensitive  lo  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 

Warnings:  Angioedema.  Angioedema  ot  the  tace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
palienlsIrealedwilhACEinhlbitors.includingVASOTEC  Insuchcases.VASOTECshouldbeprompIlydisconlinuedandlhe 
patient  carelully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  beenconlined  lo  Ihelaceand  lips, 
the  condition  has  generally  resolved  without  Ireatmenl,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  Is  involvement  of  the  tongue,  glottis,  or 
laryni  likely  to  cause  airway  obstruction,  appropriate  therapy,  e g , subcutaneous  epinephrine  solution 
1:1000  (0.3  mLlo  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS.) 

Hypotension  Excessive  hypotension  is  rare  m uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  ot  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  lollowed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRATION  ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  It  may  be  advisable  lo  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initialing  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  lo  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  tor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  lollowed  closely  lor  the  first  two  weeks  ot  Ireatmenl  and  whenever  the  dose  ot  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  lo  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  it  necessary  receive  an  intrave- 
nous inlusion  ot  normal  saline  A transient  hypotensive  response  is  not  a contraindication  lo  lurlher  doses  ot  VASOTEC, 
which  usually  can  be  given  without  dillicully  once  the  blood  pressure  has  stabilized.  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeulropenialAgmnulocytosis  Anolhet  ACE  inhibitor,  caplopril,  has  been  shown  lo  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  palienis  but  more  Irequenlly  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ot  enalapril  are  insufficient  lo  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ot  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot  while  blood  cell 
counts  In  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ot  inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  lunclion  may  depend  on  the  activity  ot  the  renin-angiolensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEti,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
lew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  in  palienis  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  taiiure  shouid  aiways  inciude  assessment  of  renai 
hinction.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ol  hyperlensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ot  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  Inals  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  ol  palienis.  but  was  not  a cause  lor  discontinuation 

Risk  factors  lor  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus,  and  the  concomitant  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  it  at  all,  with  VASOTEC  (See  Drug  Inleraclions.) 

SurgerylAnesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  lormation  secondary  lo  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  lo  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  longue,  difficulty  m swallowing  or  breathing)  and  lo  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension:  Palienis  should  be  cautioned  lo  report  lighlheadedness  especially  during  the  first  lew  days  of  fherapy  If 
actual  syncope  occurs,  the  patients  should  be  told  lo  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  palienis  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  fall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  lo  a tall  in  blood  pressure;  palienis  should  be  advised  lo  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  lo  use  salt  substitutes  containing  potassium  without  consulting  then 

physician. 

Neutropenia  Patients  should  be  told  lo  report  promptly  any  indication  ol  inleclion  (e  g , sore  throat,  lever)  which  may  be 
a sign  ot  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  inlormalion  is 
intended  lo  aid  in  the  sale  and  elfective  use  ot  this  medication  It  Is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy  with 
enalapril.  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  lo  initiation  ot  treatment  with  enalapril  If  it  is  necessary  lo  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hoursand  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  aniihyperlensive  elteci  ot  VASOTEC  is  augmented  by  aniihyperlensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicani 
adverse  inleraclions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  lo  signilicani  increases  in  serum  potassium  Therefore,  it  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monilor- 
VASOTE™  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 

Lithium  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequenlly 


Pregnancy  --  Category  C 1 here  was  no  leloloxicily  or  teratogenicity  In  rats  healed  with  up  lo  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose)  Feloloxicily.  expressed  as  a decrease  in  average  lelal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  lelal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  lelal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  limes  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  lollowing  administration  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  m pregnant  women  VASOTEC®  (Enalapril  Maleale.  MSD)  should  be 

used  during  pregnancy  only  it  the  potential  benelil  luslilies  the  potential  risk  lo  the  fetus 

Nursing  Mothers  Milk  in  laclalirig  rats  contains  radioactivity  lollowing  administration  ol  'XC  enalapril  maleale  It  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  lo  a nursing  mother 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safely  in  more  than  10,000  patients,  including  over  lOOO 
patients  treated  lor  one  year  or  mote  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  2987  patients. 

Hypertension  The  most  Irequenl  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
we.'e  diarrhea  (1  4%),  nausea  (1  4%),  rash  (1 4%),  cough  (1 3%),  orthostatic  elfects  (1 2%),  and  asthenia  (1 1%) 

Heart  Failure  The  most  Irequenl  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%),  hypotension  (6  7%),  orthostatic  effects  (2  2%),  syncope  (2  2%),  cough  (2  2%),  chest  pain  (2 1%),  and  diarrhea 
(2 1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  fatigue  (1 8%),  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthostatic  hypo- 
tension (1 6%),  vertigo  (16%),  angina  pectoris  (15%),  nausea  (1 3%),  vomiting  (1 3%),  bronchitis  (1  3%),  dyspnea 
(13%),  urinary  tract  infection  (1 3%),  rash  (1 3%),  and  myocardial  inlarclion  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  Inals  m order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  lo  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances. atrial  librillalion,  palpitation 

Digestive.  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis, 
NervousIPsychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  taiiure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inleclion 
Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 
Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  manileslalions  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  II  angioedema  ol  the  tace.  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hyperlensive  palienis.  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  0 1%  ol  hyperlensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  palienis  Hypotension  or  syncope  was  a cause  lor  disconlinualion  ol  fherapy  in  1 9%  ol  palienis  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy  were  observed  in  about  0,2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  Inals,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  lo  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should,  if  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  lo  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) It  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  leasi  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusled  according  lo 
blood  pressure  response  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  the  aniihyperlensive  etteci  may  diminish  toward  the  end  ol  the  dosing  interval 
In  such  palienis,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adiusimeni  in  Hyperlensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mlymin  (serum  creatinine  ol  up  lo  approximately  3 mg/dL)  For  palienis  with 
creatinine  clearance  s30  mLymin  (serum  creatinine  33  mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  lo  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adiunclive  therapy  with  diuretics  and  digitalis  The  recommended  starling  dose  is 

2 5 mg  once  or  twice  daily.  Alter  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Inleraclions  ) II  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ol  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  lilralion  with  the  drug,  following  elteclive  management  ot  the  hypotension  The  usual  therapeutic  dosing  range  lor 
the  IrealmenI  ol  heart  failure  is  5 lo  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  etieclive  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  palienis  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  with  2.5  lo  40  mg  per  day  ol  VASOTEC,  almost  always  administered  In  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Ellecis ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS) 

Dosage  AdiustmenI  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  at  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure,  WARNINGS,  and  PRE- 
CAUTIONS, Drug /nte/actrons ) The  dose  may  be  increased  lo  2 5 mg  b I d .thenSmgb  I d and  higher 
as  needed,  usually  at  intervals  ol  lour  days  or  more,  it  at  the  lime  ol  dosage  ad|uslmenl  there  is  not  MSD 
excessive  hypotension  or  significant  deterioration  ol  renal  function  The  maximum  daily  dose  is  40  mg  MERCK 
For  more  detailed  inlormalion,  consult  your  MSD  representative  or  see  Prescribing  Inlormalion  Merck  SHARRr 

Sharp  & Dohme,  Division  ol  Merck  S,  Co . Inc  , WesIPoint.PA  19486  jevsienrars)  DOEHME 
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No  Need  to  Feel 
Helpless.** 


Few  things  elicit 

feelings  of  depression, 

rage,  helplessness  and 

exasperation  as  thor' 
oughly  as  receiving  suit 
papers  for  a malpractice 
claim.  This  physician 
suffered  just  such  an 
unpleasant  experience... 
but  his  odds  of  winning 
were  better  than  most. 
Why?  Because  his  profes- 
sional liability  insurance 
carrier  is  Insurance 
Corporation  of  America. 

The  circumstances  of 
this  claim  could  occur  and 
have  occurred  in  operating 
rooms  and  doctors’  offices 
everywhere.  A routine 
surgical  procedure  went 
sour  when,  for  no 
apparent  reason,  the 
patient  suffered  a cardiac 
arrest.  Prompt  and  proper 
attempts  at  resuscitation 
failed.  Our  physician  was 
sued  along  with  other 


surgeons  in  the  operating  room,  the 
primary  care  physician,  the  anesthe- 
siologist and  the  hospital. 

Subsequent  to  surgery,  it  was 
determined  the  patient  had  arrested  as  a 
result  of  an  allergic  reaction  to  the 
anesthesia.  Unlike  other  carriers 
involved,  who  settled  quickly  to  avoid 
costly  '’death  incident”  litigation,  ICA 
recognized  our  physician  was  not  at  fault. 
Fortunately  for  him,  ICA  is  dedicated  to 
the  strongest  claims  defense  possible. 
And  because  ICA  also  understands  that  a 
doctor’s  most  valuable  asset  is  his 
reputation,  protecting  it  becomes  our 
bottom  line. 

So  ICA  and  the  doctor  fought  alone  — 
and  at  ICA’s  expense.  ICA  in-house 
attorneys  screened  and  selected  local 
defense  attorneys  skilled  in  malpractice 
cases  and  familiar  with  the  judicial 
climate  of  the  region.  Then,  they  planned 
strategy,  investigated  the  facts,  and 
monitored  the  defense. 


During  discovery,  information 
was  released  indicating  the  pa- 
tient had  previously  undergone 
similar  surgery  under  anesthesia 
without  incident.  Because  of 
ICA’s  diligence  and  our  willing- 
ness to  exhaust  all  legal  remedies, 
the  jury  was  allowed  to  hear  the 
autopsy  report  as  well  as  the 
patient’s  past  medical  history. 
Those  defendants  who  settled 
quickly  never  had  an  oppor- 
tunity to  present  that  evidence. 
And  ultimately  our  insured  was 
exonerated. 

What  does  this  mean  to  the  doctor? 
He  leaves  the  courtroom  with  his 
reputation,  his  policy  limits  and  his 
checkbook  intact,  all  because  of  his 
partnership  with  ICA,  where  we  put 
reputation,  principles  and  dignity  ahead 
of  the  quick  fix.  The  reason  why? 
Because  ICA  is  people  who  care.  Period. 
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Houston,  Texas  713  (871-8100) 
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South  Dakota 
Foundation  for 
fDediCQl  Core 

Peer  Review  Organization 
Physician  Advisors  for 
Quality  of  Care 

SDFMC  believes  only  physicians  may  make  quality  of  care  decisions.  Initial  medi- 
cal record  screening  involves  the  application  of  HCFA  screen  criteria  (developed 
by  physicians)  applied  by  nurses  (regional  review  coordinators  [RRC]).  When  a 
questionable  case  is  identified,  the  nurse  (RRC)  refers  the  case  to  a physician  ad- 
visor for  a quality  of  care  decision, 

A preliminary  notice  and  a telephone  contact  is  made  to  inform  the  attending 
physician  of  the  concern  and  to  provide  the  attending  physician  with  an  opportunity 
to  make  any  necessary  clarification  and/or  discussion  of  the  proposed  quality  of  care 
finding.  A final  quality  of  care  notice  is  issued  in  30  days  if  the  concern  is  not 
resolved.  After  the  final  notice,  there  is  still  a 45  day  period  for  a re-review. 

The  physician  advisor  makes  quality  decisions,  assigns  severity  levels,  develops 
screening  criteria,  is  involved  in  the  sanction  process,  and  makes  determinations  on 
abuse  issues. 

HCFA  requires  that  physician  advisors  be  licensed  doctors  of  medicine  or  os- 
teopathy who  have  active  admitting  privileges  in  a South  Dakota  hospital.  HCFA 
requires  board  certified  or  board  eligible  physicians  to  perform  re-reviews  of  quality 
of  care  decisions.  Peers  of  the  like  specialty,  when  possible,  should  make  re-review 
determinations  for  quality  of  care.  Consultations,  however,  from  health  care  prac- 
titioners other  than  physicians  and  non-board  certified  physicians,  may  be  utilized 
by  the  re-review  physicians  in  making  their  medical  determination. 
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" ...  providing  medical  education,  service 
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"Computers  in  Medicine"  — A Course  for 
Students  at  the  USD  School  of  Medicine 

This  elective  course  introduces  students  to  the  conceptual  aspects  and  practical  dijficulties  of  using 
the  computer  for  data  storage,  hypothesis  testing,  and  medical  decision  making. 


Charles  Beauchamp,  MD,  Ph.D^ 

ABSTRACT 

The  University  of  South  Dakota  School  of  Medicine  offers  an  elective  course  for  senior  medical  students  in  the 
use  of  computer  technology  for  patient  care.  The  philosophy  of  the  course,  its  current  composition,  and  changes 
to  the  course  in  the  future  are  described.  By  organizing  topic  information  using  computer  tools  for  text,  outline, 
data  item,  math,  and  image  processing,  students  learn  formats  for  information  storage  in  the  computer.  In  the 
near  future,  students  will  have  the  opportunity  to  make  a hypothesis  and  test  it  with  decision  support  tools  that 
are  present  in  an  integrated  hospital  database. 


The  role  of  computers  in  medical  practice  is  cur- 
rently ill-defined.  There  are,  however,  a number 
of  specific  medical  applications^  which  are  theoretical- 
ly available  to  clinicians: 

Medical  Computer  Application  Areas 

Oriented  to  the  Individual  Physician: 

Medical  History  Taking 
Medical  Information  Retrieval 
Decision  Support 
Patient  Monitoring 
Financial  Management 
Office  Management 
Word  Processing 
Medical  Education 

Oriented  to  a System  of  Care: 

Medical  Information  Storage 
Decision  Support 
Test  Performance 
Quality  Assurance 
Utilization  Review 
Medical  Research 
Electronic  Mail 


^Associate  Professor  of  Internal  Medicine,  USD  School  of 
Medicine;  Associate  Chief  of  Staff  for  Ambulatory  Care,  VA 
Medical  Center,  Sioux  Falls,  SD. 


The  University  of  South  Dakota  School  of  Medicine 
"Computers  in  Medicine"  course  emphasizes  the  fol- 
lowing medical  information  storage/retrieval,  medical 
education,  and  decision  support  issues: 

1.  How  are  clinical  data  stored  in  a computer 
and  then  retrieved  to  help  clinicians  solve 
problems? 

2.  What  specific  medical  reasoning  skills  may  be 
enhanced  with  the  aid  of  the  computer? 

3.  How  can  a computer  be  used  to  support 
decisions  based  upon  the  clinician’s  store  of  in- 
formation, data  from  the  patient,  and 
information  from  the  medical  literature? 

To  better  understand  the  relationship  between  data 
and  decision  making,  we  may  define  "reasoning  in 
medicine"  as  that  process  whereby  we  take  facts  and 
make  inferences  from  them  in  order  to  solve  problems. 
That  is,  we  infer  a solution  to  a clinical  problem  from 
the  data  available  to  us.  We  must  somehow  put  facts 
together  and  come  up  with  a synthesis  of  the  meaning 
of  those  facts.  The  process  by  which  we  do  this  is  the 
subject  of  much  debate.  Our  reasoning  process  can  in- 
clude the  following  two  general  approaches: 
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Medical  Reasoning 


Hypothesis 

Going  from  data  to  a hypothesis  we  use  a "data 
driven"  approach  to  deriving  our  conclusion.  Our  fac- 
tual data  must  be  well  defined  using  this  approach  or, 
in  computer  jargon,  "Garbage  in  - Garbage  out".  We 
must  distinguish  between  clinical  nuances  when  we 
define  our  facts.  The  computer  can  be  used  to  store 
clinically-oriented  summaries  of  symptoms,  signs, 
problems,  tests,  drugs,  and  diseases.  The  School  of 
Medicine  course  emphasizes  the  note  taking  and  for- 
matted information  storage  capabilities  of  computers. 
The  student  uses  a computerized  tool  to  precisely  sum- 
marize and  store  topics  such  as  "seizure  disorder". 
Students  use  a customized  version  of  the  National 
Library  of  Medicine’s  Medical  Subject  Heading 
(MeSH)  terminology  which  has  a built  in  synonym 
thesaurus  for  indexing  medical  concepts  so  that  infor- 
mation can  be  easily  retrieved. 

Students  learn  the  various  forms  (e.g.  linear,  hierar- 
chical, and  pictorial)  in  which  data  can  be  stored  in  the 
computer.  The  linear  or  narrative  form  of  information 
storage  by  a word  processor  is  the  most  familiar  (e.g.  a 
literature  reference  and  its  abstract).  The  hierarchical 
or  outline  form  of  information  storage  is  perhaps  the 
most  intuitive  form  to  medical  students  experienced  in 
taking  lecture  notes. 

Itlord  Processor  Outline  Processor 


As  part  of  an  overall  course  project,  students  are  ex- 
pected to  learn  how  to  fully  utilize  a computerized 
"outline  maker"  or  "idea  processor"  by  developing 
specific  medical  subjects  on  the  computer.  The  stu- 
dents learn  how  this  software  tool  encourages 
arrangement  and  rearrangement  of  one’s  thoughts 
about  a subject  in  a topic  and  subtopic  format.  Students 
learn  to  store  an  outline  of  a subject  in  a systematic  way 
according  to  the  differences  in  subject  matter.  For  in- 
stance, the  problem-oriented  topic  of  "syncope"  may  be 


divided  into  subtopics  of  Definition,  Pathophysiology, 
Differential  Diagnosis,  Clinical  Evaluation,  and  Lab 
Evaluation.  In  contrast,  the  disease-oriented  topic  of 
"aortic  stenosis"  is  organized  into  subtopics  of 
Epidemiology,  Pathophysiology,  Diagnosis,  Treat- 
ment, and  Patient  Education.  Under  each  subtopic  the 
student  learns  to  categorize  information  in  a concise, 
list  oriented  manner.  The  MeSH  synonym  thesaurus  is 
used  to  index  subjects.  The  student  explores  the  model 
of  devising  computer-stored  topics  which  can  be  easily 
retrieved  for  review  given  a patient  care  situation,  or  for 
modification  given  the  desire  to  add  new  knowledge. 

Information  stored  in  a computer  can  also  be  or- 
ganized in  an  image  or  drawing  format,  as  database 
fields,  as  an  algorithm,  and  in  tabular  form: 


The  student  is  challenged  to  develop  a subject  by 
creating  images  using  the  paint  and  draw  capabilities  of 
the  computer,  or  by  scanning  images  (line  drawings, 
photographs,  etc.)  into  the  computer  using  a device 
which  produces  a digitized  image.  The  expectation  is 
that  the  student  will  use  the  image  to  reinforce  a 
pathophysiological  point,  or  to  challenge  viewers  of  the 
subject  synopsis  to  make  conclusions  not  expressly 
stated  in  the  topic  outline. 

The  student  is  provided  with  computer  tools  to  store 
and  to  integrate  various  forms  of  data  in  the  completion 
of  a subject  synopsis: 
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Students  can  progress  to  the  stage  of  taking  a math- 
ematical approach  to  solving  a medical  problem  by 
breaking  it  into  its  core  data  components  and  putting 
the  solution  into  the  computer  in  a "user-friendly"  form. 
An  example  is  the  estimation  of  creatinine  clearance 
from  the  parameters  of  age,  sex,  weight  and  serum 
creatinine: 


Going  from  a hypothesis  to  the  collection  of  data  to 
confirm  or  refute  that  hypothesis,  we  utilize  a 
"hypothesis-driven"  approach  to  problem  solving. 
Until  now  it  has  been  difficult  to  incorporate  this  ap- 
proach systematically  into  the  course.  In  making 
disease-specific  topic  summaries,  our  students  do 
achieve  the  goal  of  outlining  an  approach  to  data  col- 
lection for  a specific  disease  process  (e.g.  those  clinical 
findings  consistent  with  a diagnosis  of  aortic  stenosis). 
However,  the  creative  surge  that  comes  from  doing  this 
is  blunted  by  the  knowledge  that  a textbook  can  be  used 
for  the  same  purpose. 

There  is  now  the  opportunity  to  tap  all  the  creative 
instincts  that  a student  may  have  in  testing  hypotheses 
with  the  assistance  of  a computer.  This  is  made  pos- 
sible by  what  is  happening  in  the  development  of  the 
Veterans  Administration’s  Hospital  Information  Sys- 
tem (HIS).  The  VA  has  been  developing  its  HIS  from 
a foundation  of  ancillary  service  modules  (administra- 
tion, pharmacy,  lab,  radiology,  etc.).  Clinicians  can 
gain  information  about  patient  data  by  going  into  an  in- 
dividual module  through  a master  menu  system.  For 
example,  the  medication  list  of  a patient  is  available  in 
the  pharmacy  module.  Until  now,  it  has  not  been  prac- 
tical to  combine  data  from  several  modules  in  a data 
request.  An  example  would  be  a request  for  a list  of 
patients  who  are  taking  digoxin  and  have  a serum  potas- 
sium less  that  3.3.  Such  a request  tests  the  hypothesis 
that  there  are  patients  at  risk  for  digoxin  toxicity.  The 
VA  Region  5 Information  Services  Center  (ISC)  in  Salt 
Lake  City  is  addressing  this  deficiency  by  developing  a 
"Clinical  Database  Management  System"  (Clinical 
DBMS)  which  stores  data  from  all  modules.  This 
database  structure  allows  one  to  test  a variety  of 
hypotheses  by  determining  if  there  are  clinically 
relevant  intersections  of  different  kinds  of  data  (drug- 


lab,  drug-age,  drug-drug,  problem-lab,  problem-drug, 
etc.)  within  a population  of  patients  or  in  an  individual 
patient.  This  encourages  the  testing  of  hypotheses 
based  on  the  medical  literature.  One  might  take  a 
study^  that  shows  the  efficacy  of  a single  dose  of  aspirin 
in  preventing  recurrent  myocardial  infarcts  in  a popula- 
tion of  men  with  unstable  agina.  From  this  study,  one 
could  devise  the  hypothesis  that  there  are  patients  who 
have  been  admitted  to  the  hospital  with  a diagnosis  of 
unstable  angina  and  who  are  not  receiving  a regular 
dose  of  aspirin. 

The  Sioux  Falls  VA  Medical  Center  has  been  chosen 
by  the  Salt  Lake  City  ISC  as  the  national  development 
site  for  the  refinement  of  the  Clinical  DBMS  with  a 
built-in  clinical  reminder  system: 


In  the  near  future  our  "Computers  in  Medicine" 
course  will  emphasize  the  hypothesis-testing  capability 
of  the  computer.  The  medical  student  will  be  en- 
couraged to  go  to  the  medical  literature,  define  a 
focused  hypothesis  from  the  literature  and  test  that 
hypothesis  using  the  retrieval  and  reminder  capabilities 
of  the  Clinical  DBMS.  The  student  will  be  challenged 
to  determine  how  an  HIS  can  be  used  for  decision  sup- 
port, medical  education,  quality  assurance,  utilization 
review  and  medical  research  purposes.  In  doing  this 
the  student  discovers  the  power  as  well  as  the  pitfalls  of 
a computer-based  hypothesis-testing  system. 

At  the  present  time,  senior  students  electing  the 
"Computers  in  Medicine"  course  have  the  option  of 
taking  their  rotation  with  Dr.  Kenneth  Bartholomew  of 
Faulkton,  South  Dakota.  Dr.  Bartholomew  has 
pioneered  the  implementation  of  a microcomputer- 
based  system  for  accomplishing  some  of  the 
educational  goals  mentioned  above. 
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Thoughts  About  Medicine’s  Future 

Looking  into  the  medical  world  of  the  future,  there 
promises  to  be  unbelievable  technical  advances. 
In  fact,  some  of  the  medicines,  diagnostic  machines, 
and  surgical  procedures  that  are  relatively  com- 
monplace today,  were  not  even  on  the  drawing  board 
15  or  20  years  ago.  So  where  will  we  be  in  another  15 
or  20  years?  There  is  no  limit  other  than  this  country’s 
ability  to  pay  for  these  scientific  advances. 

Even  today  the  diagnostic  and  therapeutic  menu 
available  far  exceeds  our  ability  to  make  this  openly  ac- 
cessible for  everyone.  With  new  technology  emerging 
at  a very  rapid  rate,  this  will  soon  overwhelm  whatever 
is  available  to  spend  for  medical  care. 

However,  we  are  leaving  our  children  an  unbeliev- 
able financial  burden.  The  national  debt  is  about  $2.3 
trillion  and  continues  to  expand.  We  now  spend  ap- 
proximately $550  billion  on  medical  services  per  year. 
Health  care  services  have  risen  from  5.9  percent  of  the 
GNP  in  1965  to  11.2  percent  in  1988. 

We  are  a people  that  feels  we  are  entitled  to  un- 
limited health  care  benefits.  However  considering  our 
debt  burden  and  the  state  of  medical  technology,  there 
are  some  obvious  choices  and  sacrifices  that  need  to  be 
made.  It  seems  very  obvious  that  our  elected  politicians 
do  not  have  the  courage  to  make  difficult  decisions  or 
to  be  honest  with  their  constituents  about  the  long  term 
effect  of  their  actions. 


The  Medicare  budget  has  risen  over  200  percent 
since  1982.  During  this  lime,  DRG’s  were  introduced 
which  have  actually  decreased  the  number  of  admis- 
sions and  also  the  length  of  stay  per  admission.  The 
physician  fee  increases  have  been  minimal  and  in  some 
cases  reduced.  So  why  the  large  increase  in  Medicare 
expenditures?  There  has  been  a significant  increase  in 
the  number  of  clinic  and  hospital  outpatient  tests  and 
procedures.  Also  the  expense  and  sophistication  of 
medical  procedures  has  risen  dramatically. 

We  are  promising  our  people  that  Social  Security 
and  Medicare  will  continue  to  expand  and  be  all  things 
for  all  people.  However,  the  average  American  worker 
today  cannot  afford  to  pay  for  his  own  family’s  health 
care,  and  also  pay  for  a retirement  plan  and  health  care 
for  the  over  62  crowd. 

Although  there  are  many  truly  needy  people  in  older 
America,  it  is  also  the  segment  of  our  population  that 
contains  the  most  wealth.  A rather  high  percentage  of 
this  age  group  is  able  to  support  themselves  extremely 
well.  Also,  as  the  "Baby  Boomers"  start  to  reach  retire- 
ment age,  there  will  be  a tremendous  burden  on  a 
limited  number  of  American  workers  trying  to  support 
programs  for  this  group.  This  group  also  will  be  blessed 
with  greater  and  larger  pensions  and  retirement  plans 
than  we  have  ever  seen. 

There  are  some  very  obvious  changes  that  need  to  be 
made  in  regards  to  the  financing  of  older  America’s 
retirement  and  medical  care  and  this  will  become  ex- 
tremely obvious  in  the  not  too  distant  future.  I think  it 
is  time  to  realize  that  the  government  cannot  be  all 
things  for  all  people.  # 
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Cefoclor 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


Pulvules' 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influemae,  and 
Streptococcus  pyogenes  (group  A 0-hemolytic  streptococcil. 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  CECIOR  SHOULD  8E  AOMINISTEflED  CAiniOUSLV  TO  PENICILLIN- 
SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
AUERGENICITV  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  adiustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patientsi 
Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens- Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently  fever]:  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dimness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepiic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children] 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  fehling's 

solution  and  Clinitest’  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly]  loeitBai 

Additional  information  available  from  rv  Z35i  ai^p 

Ell  Lilly  and  Company,  Indianapolis.  Indiana  46265 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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Pheochromocytoma  and  Ischemic 
Enterocolitis 

Two  cases  of  successfully  managed  pheochromocytoma  complicated  pre-operatively  by  ischemic 
enterocolitis  are  presented. 

Lisa  L.  Zacher^ 

Timothy  W.  Teslow^ 

Robert  F.  Thompson,  MD^ 


ABSTRACT 

In  the  nine  year  period,  1978-1987,  two  patients  with  pheochromocytoma  presented  to  Sacred  Heart  Hospital, 
Yankton,  South  Dakota.  Both  cases  were  complicated  pre-operatively  by  ischemic  enterocolitis  - a rarely  reported, 
usually  fatal  complication  of  pheochromocytoma.  It  is  thought  that  catecholamine-induced  vasoconstriction  of 
the  mesenteric  vessels  resulted  in  the  wide-spread  hemorrhagic  necrosis  of  the  gut.  Both  patients  survived  not  only 
the  initial  ischemic  mesenteric  insult,  but  also  excision  of  the  tumor. 


INTRODUCTION 

Pheochromocytoma  is  a rare  catecholamine-secret- 
ing tumor,  arising  in  most  cases  from  the  adrenal 
medulla  and  less  frequently  from  other  neural  crest- 
derived  tissues.  The  incidence  of  this  tumor  has  been 
estimated  to  account  for  0.1%  to  1.0%  of  all  cases  of 
hypertension.  Other  common  clinical  symptoms  in- 
clude profuse  sweating,  tachycardia,  restlessness, 
headache,  and  pallor  or  flushing  - casually  related  to 
the  often  paroxysmal  nature  of  catecholamine  release.^ 
Pheochromocytoma  is  important  because  it  represents 
a potentially  curable  cause  of  hypertension.  Unfor- 
tunately, its  presence  often  goes  undetected  and  may 
be  the  cause  of  life  threatening  complications  (i.e.  is- 
chemic enterocolitis)  and  even  death. 

CASE  ONE 

A 56-year  old  white  male  farmer  was  admitted  to  a local 
hospital  in  1978,  because  of  a "throbbing"  headache  and 
heart  palpitations.  He  reported  a history  of  similar 
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^Fourth  year  medical  student,  USD  School  of  Medicine, 
Yankton,  SD. 

•^Clinical  Professor  of  Internal  Medicine,  USD  School  of 
Medicine.  Private  practice  in  Yankton,  SD. 


headaches  occurring  two  to  three  times  per  month,  accom- 
panied by  palpitations,  flushing  and  diaphoresis.  These 
symptoms  lasted  approximately  three  minutes.  The  first 
episode  occurred  14  years  previous,  during  anesthesia  in- 
duction for  a mastoidectomy.  The  procedure  was  aborted, 
and  the  reaction  attributed  to  an  anesthetic  allergy.  He 
denied  any  history  of  hypertension. 

Initial  examination  revealed  an  alert,  tachypnic, 
diaphoretic  male  with  a ruddy  color  to  his  face  and  upper 
chest.  Initial  vital  signs  were:  brachial  blood  pressure 
234/122  mm  Hg,  radial  pulse  130  (regular),  respirations  60, 
and  temperature  39.5  C.  Distal  extremities  were  cool,  clam- 
my, and  cyanotic.  During  examination,  patient  bad  a 
syncopal  episode  and  seizure.  EKG  showed  atrial  tachycar- 
dia with  a sinus  rhythm  of  150  bpm.  Hypertension  was 
initially  treated  with  diazoxide,  hydrochlorthiazide,  and 
hydralazine.  He  was  transferred  to  our  hospital  for  further 
evaluation  and  treatment. 

Baseline  studies  (some  reported  5-7  days  after  admis- 
sion) were  as  follows: 

Hematology:  hemoglobin  174  g/L,  hematocrit  55%, white 
blood  cells  27,000/cmm  (normal  differential). 

Serum  cbemistries:  sodium  135  mmol/L,  potassium  4.1 
mmol/L,  chloride  95  mmol/L,  BUN  20.0  mmol/L  (nl:  3.0- 
6.5  mmol/L),  creatinine  353  iimol/L  (nl:  50-110  umoI/L), 
CPK  1048  U/L  (nl:  0-130  U/L),  LDH  560  U/L  (nl:  100-190 
U/L),  glucose  17.8  mmol/L  (nl:  3.9-6. 1 mmol/L). 

Catecholamine  studies:  urine  catecholamines:  28,900 
U/24  hrs  (nl:  0-28OU),  vanyl  mandylic  acid  1263  mg/24  hrs 
(nl:  0.7-6.8  mg). 

Urine  chemistries:  24  hour  protein  0.41  g/d  (nl:  <0.15 
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g/d),  osmolality  583  mmol/L,  sodium  17  mmoI/L,  potas- 
sium 80  mmoI/L,  creatine  clearance  64  ml/min. 

Tomograms  of  the  kidneys  demonstrated  calcifications 
consistent  with  a mass  of  the  right  adrenal  gland.  Patient 
was  started  on  oral  doses  of  propranolol  and  phenoxyben- 
zamine  pre-operatively,  in  preparation  for  removal  of  the 
suspected  pheochromocytoma. 

On  the  fifth  hospital  day,  he  was  noted  to  have  increas- 
ing abdominal  distention.  Radiographic  studies 
demonstrated  isolated  distention  of  the  transverse  colon. 
On  day  seven,  he  developed  acute  peritoneal  signs.  Chest 
x-ray  showed  the  presence  of  massive  amounts  of  free  air 
under  the  diaphragm. 

An  emergency  celiotomy  was  performed  and  revealed  the 
entire  transverse  colon  to  be  black  and  necrotic  with  multi- 
ple sites  of  free  perforation  along  its  course  and  gross 
intraperitoneal  fecal  contamination.  The  remainder  of  the 
colon  was  unremarkable. 

Post-operative  course  was  complicated  by  secondary 
peritonitis  and  abscess  formation  treated  with  chloram- 
phenicol, gentamicin  and  drainage.  Blood  pressure  was  well 
controlled  with  oral  phenoxybenzamine  and  he  was  dis- 
charged home  three  months  after  admission. 

Patient  was  readmitted  three  months  after  discharge  for 
elective  removal  of  the  pheochromocytoma.  The  procedure 
was  performed  by  Dr.  C.  B.  McVay  who  used  a right  trans- 
thoracic trans-diaphragmatic  approach. 

The  right  adrenal  gland  consisted  of  an  ovoid  smooth 
tumor  mass  measuring  8.5  cm  x 5 cm  x 7 cm  (weight  un- 
specified). The  individual  cells  of  the  neoplasm  were 
enlarged  with  vesicular  appearing  nuclei,  prominent 
nucleoli  and  basophilic  staining  cytoplasm.  Further  stain- 
ing techniques  confirmed  the  pre-op  diagnosis  of 
pheochromocytoma. 

Patient  was  hospitalized  intermittently  over  the  next 
eight  months  for  recurrent  abdominal  abscesses.  After 
revision  and  takedown  of  the  transverse  colostomy  two  years 
after  initial  presentation,  the  patient  has  been  doing  well 
with  no  evidence  of  recurrence  or  hypertensive  disease. 

CASE  TWO 

A 65-year  old  white  farmer’s  wife  and  part-time  county 
clerk  was  admitted  to  a local  hospital  with  nausea,  vomit- 
ing, and  dehydration  of  24  hours  duration.  She  also 
complained  of  recurrent  frontal  headaches  with  associated 
sinus  tenderness.  The  headaches  were  of  approximately  30 
minutes  duration  and  had  bothered  her  for  20  years. 

Diutensin  (reserpine  and  hydrochlorthiazlde)  was 
started  two  years  ago  because  of  "high  blood  pressure".  The 
Diutensin  was  discontinued  several  months  prior  to  admis- 
sion because  of  postural  hypotension  with  lightheadedness. 

Brachial  blood  pressure  at  time  of  exam  was  200/100  mm 
Hg;  150/94  mm  Hg  after  Procardia  10  mg  orally;  and  120/74 
mm  Hg  after  Phenergan  25  mg  IM.  Urinalysis 
demonstrated  2+  glycosuria,  4+  proteinuria,  and  multiple 
granular  casts.  She  was  transferred  to  our  care  for  further 
evaluation  and  treatment. 

Vital  signs  on  initial  examination  were:  brachial  blood 
pressure  190/110  mm  Hg,  radial  and  apical  pulse  120-150 
(regular),  and  oral  temperature  of  36.8  C.  Her  sensorium 
fluctuated  from  agitation  and  restlessness  to  episodes  of 
nonresponsiveness.  Extremities  were  cool  with  distal 


acrocyanosis  of  the  fingers,  toes,  and  patellae.  Eyelids  were 
swollen  with  red  discoloration  that  also  involved  the  malar 
prominences  and  nasal  tip.  The  abdomen  was  distended  but 
nontender,  with  normal  bowel  sounds,  no  organomegaly  and 
without  urinary  bladder  distention.  Stool  was  formed, 
brown  and  hemoccult  positive. 

Baseline  studies  (some  reported  5-7  days  after  admis- 
sion) were  as  follows: 

Hematology:  hemoglobin  155  g/L,  white  blood  cells 
15,700/cmm  (normal  differential). 

Serum  chemistries:  sodium  152  mmol/L,  potassium  5.2 
mmol/L,  chloride  113  mmol/L,  BUN  3.1  mmol/L,  CPK399 
U/L,  LDH  1896  U/L,  SGPT 1230  U/L  (nl:  4-35  U/L),  GGTP 
59  U/L  (nl:  0-30  U/L),  amylase  729  U/L  (nl:  0-130  U/L). 

Serum  catecholamines:  norepinephrine  38,000  pg/ml 
(nl:  70-150  pg/ml)  epinephrine  14,000  pg/ml  (nl:  0-110 
pg/ml),  dopamine  1480  pg/ml  (nl:<30  pg/ml),  renin  9.4 
ng/ml/hr  (nl:  2.9-10.8  ng/ml/hr). 

Urine  chemistries:  24  hour  protein  <3  g/d,  osmolality 
595  mmol/L,  sodium  85  mmol/L,  and  potassium  35 
mmol/L. 

Urine  catecholamines:  norepinephrine  17,480  ug/24  hrs 
(nl:  15-80  ug/24  hrs),  epinephrine  4255  ug/24  hrs  (nl:  0-20 
ug/24  hrs),  and  dopamine  1187  ug/24  hrs  (6.5-400  ug/24 
hrs). 

Labetolol  (an  alpha  and  beta  adrenergic  antagonist)  was 
started  orally  but  she  continued  to  show  signs  of  a hyper- 
adrenergic  state  with  tachycardia,  paroxysmal  rises  of  blood 
pressure  (200-240  systolic),  hyperglycemia  (11.1-22.3 
mmol/L;  [nl:  3.9-6.1  mmol/L]),  and  severe  constriction  of 
peripheral  arterioles.  Oral  phenoxybenzamine  lowered  her 
blood  pressure  but  induced  tachycardia  requiring 
propranol  IV  for  control  (with  subsequent  rise  in  blood  pres- 
sure). 

On  the  sixth  hospital  day  she  continued  to  have  increas- 
ing abdominal  distension  and  discomfort,  with  a 
neutrophilic  left  shift  and  a falling  platelet  count 
(71,000/cmm),  consistent  with  septicemia  and  /or  ischemic 
bowel  syndrome. 

An  emergency  celiotomy  was  performed  and  revealed  in- 
farction of  15  cms  of  distal  ileum  and  the  entire  colon  to  the 
distal  sigmoid  without  perforation.  Focal  areas  of  normal 
bowel  were  interspersed  with  the  necrotic  tissue.  No  large 
arterial  occlusion  was  identified. 

The  retroperitoneum  was  noted  to  be  edematous  and  a 
large  mass  was  palpable  in  the  right  suprarenal  area.  Heart 
rate  and  blood  pressure  increased  and  remained  elevated 
for  10  to  15  minutes  after  manipulation. 

She  tolerated  the  procedure  well  but  required  continued 
postoperative  endotracheal  intubation  and  respirator 
therapy;  with  gastrostomy  tube  placement  for  suction  and 
enteric  alimentation,  in  addition  to  parenteral  fluids  and 
alimentation.  Post-celiotomy  CT  scan  of  chest  and  ab- 
domen (Fig.  1)  revealed  a solid  mass  (8  cms  x 6 cms) 
replacing  the  right  adrenal  gland. 

Pheonxybenzamine  IV  was  begun  on  hospital  day  eight, 
with  intermittent  Regitine  and  propranolol  to  stabilize  the 
blood  pressure  and  pulse  rate.  Gastrostomy  tube  feedings 
included  phenoxybenzamine  300  mgs  and  calories.  Blood 
pressure  and  pulse  control  continued  to  remain  erratic  and 
she  was  not  able  to  be  removed  from  the  respirator  secon- 
dary to  fluid  retention,  poor  urinary  output,  and  continuous 
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Figure  1 

Abdominal  CT  scan  of  patient  presented  in  Case  2 
demonstrating  enlarged  (8cm  X 6cm)  mass  involving  right 
suprarenal  area  with  normal  appearing  left  adrenal  gland. 


Figure  2 

Right  adrenal  mass  identified  as  a pheochromocytoma  from 
individual  in  Case  2. 

hypoxemia. 

On  the  fifteenth  hospital  day,  a right  thoraco-abdominal 
trans-diaphragmatic  removal  of  the  adrenal  tumor  was  per- 
formed by  Dr.  Lars  Aanning  using  the  same  technique  Dr. 
C.  B.  McVay  used  in  1979  with  the  first  pheochromocytoma. 

The  right  adrenal  gland  contained  a large  tumor  mass 
measuring  8.5  cms  in  its  greatest  diameter  and  weighed  135 
grams  (Fig.  2).  The  neoplasm  was  circumscribed  and  en- 
capsulated with  a reddish  tan  parenchyma.  The  nuclei  of 
the  tumor  cells  were  large  and  vesicular  showing  prominent 
nucleoli.  Mitosis  were  noted  to  be  inconspicuous.  Specimen 
was  consistent  with  the  pre-op  diagnosis  of 
pheochromocytoma. 

Immediately  after  removal  of  the  pheochromocytoma, 
severe  hypotension  followed.  This  was  corrected  by  ad- 
ministration of  alpha  adrenergic  agents,  blood  transfusions, 
and  fresh  frozen  plasma.  Her  post-operative  course  was 


complicated  by  recurrent  bouts  with  hypotension  and  fiuid 
retention,  aspiration  pneumonia  with  hypoxemia  requiring 
mechanical  ventilation,  hyperalimentation,  an  abscess  at 
the  surgical  site  which  required  surgical  drainage,  and  acute 
cholecystitis  requiring  cholecystectomy  performed  on  hospi- 
tal day  48.  After  much  rehabilitation,  patient  was 
discharged  with  home  health  care  follow-up. 

DISCUSSION 

Pheochromocytomas  are  rare  catecholamine- 
secreting  tumors  usually  of  the  adrenal  medulla. 
Clinical  manifestations  of  these  tumors  result  from  the 
release  of  norepinephrine  and  epinephrine,  and  their 
direct  and  indirect  actions  on  end  target  organs.  The 
catecholamines  influence  gastrointestinal  physiology 
through  relaxation  of  intestinal  smooth  muscle, 
decreased  frequency  and  intensity  of  peristaltic  activity, 
constriction  of  intestinal  sphincters  and  direct 
vasoconstriction  of  splanchnic  arterioles. “ 
Gastrointestinal  symptoms  that  accompany 
pheochromocytomas  include:  nausea,  vomiting, 
adominal  pain,  constipation,  and  less  frequently  diar- 
rhea and  gastrointestinal  bleeding.  Additional  clinical 
findings  include  megacolon,  paralytic  ileus,  and  is- 
chemic enterocolitis.^  These  events  can  be  predicted 
from  the  pharmacologic  effects  of  catecholamines,  and 
have  been  produced  experimentally  in  animals 
(Ahlqhist,  Levy  1959).*^ 

Paralytic  ileus  is  essentially  loss  of  mechanical  ac- 
tivity of  the  small  bowel.  It  is  normally  a benign 
post-operative  phenomenon,  but  can  also  result  from 
mechanical  obstruction,  adjacent  infection,  or  vascular 
necrosis  of  the  bowel  wall.  In  the  case  of  a 
pheochromocytoma,  it  is  more  likely  due  to  the 
gastrointestinal  inhibitory  actions  of  the 
catecholamines  on  acetylcholine  release  resulting  in  the 
ileus  or  contributing  to  it  by  ischemic  necrosis  of  the 
bowel.^ 

Intestinal  ischemia  may  result  from  reduction  or 
redistribution  of  blood  flow.  Hypertension  causes 
decreased  splanchnic  blood  flow  as  a result  of 
vasoconstriction;  and  redistribution  of  blood  flow  away 
from  the  mucosa.  Ischemic  enterocolitis  can  range 
from  being  essentially  reversible,  to  hemorrhagic 
necrosis  of  all  or  portions  of  the  bowel.  Arterial  emboli 
are  responsible  for  the  majority  of  acute  mesenteric  is- 
chemia. In  patients  with  pheochromocytomas,  though, 
splanchnic  vasoconstriction  seems  to  be  the  etiology. 
Nonocclusive  mesenteric  ischemia  can  also  occur  in 
reponse  to  a decrease  in  cardiac  output,  hypovolemia, 
dehydration,  vasopressor  agents  or  hypotension.  Al- 
though, the  majority  of  this  discussion  will  focus  on 
catecholamine  induced  ischemia,  the  etiologic  factor  in 
both  cases  could  ultimately  be  related  to  reduced 
splanchnic  blood  flow  secondary  to  iatrogenically  in- 
duced hypotension. 
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Cruz  and  Colwell  (1972),  reviewed  eight  reported 
cases  of  pheochromocytomas  complicated  by  paralytic 
ileus  and  revealed  only  two  survivors.  They  correlated 
this  poor  prognosis  with  the  findings  of  large  tumor  size 
(i.e.  weights  greater  than  70  grams),  and  high  amounts 
of  urinary  catecholamine  release  (i.e.  greater  than  3000 
ug/24  hrs).^  Both  patients  in  our  study  fulfill  these 
qualifications. 

Roach  and  Brown  (1959),  were  among  the  first  in- 
vestigators to  associate  the  elevated  catecholamine 
levels  with  more  serious  gastrointestinal  complications. 
They  reported  on  two  patients,  whose  post-mortem 
studies  revealed  changes  consistent  with  ischemic 
enterocolitis.  In  addition.  Brown  described  a form  of 
proliferative  arteritis  of  the  splanchnic  arterioles  in  his 
patient.  Ischemic  enterocolitis  with  associated 
findings  of  edema  and  focal  smooth  muscle  necrosis  in 
the  media  of  the  distal  splanchnic  arteries  were  likewise 
reported  by  Rosati  (1971).  These  findings  seemed 
more  consistent  with  a chronic  catecholamine  induced 
etiology.  Rosati  theorized  in  his  patient  though  that  a 
more  acute  release  of  large  amounts  of  catecholamines 
(i.e.  hemorrhage  into  the  tumor)  superimposed  on 
lesions  caused  by  chronic  vasoconstriction,  resulted  ul- 
timately in  the  terminal  events.^ 

More  recently,  Morris  and  McDevitt  (1985)  report 
on  a pheochromocytoma  that  presented  as  a case  of 
mesenteric  vascular  occlusion.  Laparotomy  revealed 
that  all  of  the  jejunum,  ascending  and  transverse  colon, 
and  most  of  the  ileum  were  gangrenous.  No  clot  or  em- 
bolus was  localized.  Autopsy  revealed  a right  adrenal 
tumor  measuring  8.5  cms  and  weighing  105  grams,  his- 
tologically consistent  with  a pheochromocytoma. 
Dissection  of  the  branches  of  the  superior  mesenteric 
artery  failed  to  identify  an  occlusive  phenomenon.^ 

In  the  two  cases  reviewed  it  is  notable  that  both 
patients  developed  extensive  degrees  of  intestinal  in- 
farctions during  their  hospital  stays.  It  is  even  more 
notable  that  both  patients  ultimately  survived  not  only 
the  initial  ischemic  event,  but  also  the  removal  of  their 
adrenal  tumors.  We  believe  that  this  is  directly  related 
to  the  correct  diagnosis  of  pheochromocytoma  prior  to 
any  surgical  intervention  and  the  resultant  management 
protocol  that  was  undertaken  prior  to  and  during 
operative  therapy. 
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Medical  Director 
Student  Health  Clinic 
South  Dakota  State  University 
August,  1989 

Seeking  a family  practice  physician  or  internist 
with  interest/training  in  young  adult  health  care. 
Must  share  rotation  of  5:00-10:00  p.m.  night  call. 
Weekends  and  holidays  free.  Applicant  must  be 
eligible  for  South  Dakota  licensure  and  provide 
evidence  of  successful  experience  with  young  adult 
clientele.  It  is  desirable  that  candidate  have  prior 
student  health  experience,  familiarity  with  eating 
disorders,  human  sexuality  concerns,  and  chemical 
dependency  issues. 

Contract  length  is  negotiable.  Salary  will  be  com- 
mensurate with  qualifications. 

Send  resume,  letter  of  application  and  three  cur- 
rent references  to: 

Don  Smith,  Dir.  of  Student  Health  & Counseling 
202  West  Hall,  South  Dakota  State  University 
Brookings,  SD  57007  (605)  688-4157 

Closing  date  is  April  25, 1989,  or  until  position  is 
filled. 

"South  Dakota  State  University  is  an  Afllrmative  Action/Equal  Oppor- 
tunity Employer  (Female/Male)."  Minorities  and  women  are  encouraged 
to  apply.  Proof  of  eligibility  for  employment  is  required  by  the  Immigra- 
tion Reform  and  Control  Act  of  1986. 
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Needlesticks  and  HIV  Infection 

Robert  E.  Van  Demark,  Sr,  MD,  Editor 


The  concern  of  physicians  about  HIV  infection  is 
well  documented  in  the  recently  publicized  action 
of  San  Francisco’s  general  surgeon,  William  P. 
Schechler,  who  purchased  a large  disability  insurance 
policy  because  of  the  risk  of  contracting  HIV 
(American  Medical  News).  He  practices  at  the  San 
Francisco  General  Hospital  where  ten  percent  of  the 
patients  are  HIV  positive.  According  to  calculations, 
each  time  he  suffers  a needlestick  in  surgery  he  has  a 
one  in  two  thousand  chance  of  developing  HIV.  He  es- 
timates he  incurs  a minimum  of  ten  sticks  annually  with 
the  chance  of  being  infected  one  in  two  hundred. 

In  South  Dakota  we  are  fortunate  to  have  a lower 
seroprevalence  rate.  Yet,  this  past  summer  the  Federal 
Center  for  Disease  Control  reported  that  3.1  patients 
per  1,000  - 0.3%  - carried  the  virus,  based  on  a survey 
of  blind  studies  of  18,000  patients  in  urban  hospitals  in 
the  Midwest,  Northeast,  and  Southwest. 

Dr.  Schechler  points  out  HIV  infections  may  be 
present  in  previously  negative  tested  patients  who  later 
become  seroconverted.  In  his  practice,  he  believes  it 
better  to  assume  all  his  patients  are  infected  and  take 
appropriate  safety  measures,  rather  than  relying  on 
serology  tests. 

The  Centers  for  Disease  Control  recommend  that  if 
a healthcare  worker  sustains  a needlestick,  the  patient 
should  be  informed  what  happened  and  get  his  permis- 
sion to  obtain  a blood  sample  to  test  for  HIV;  the 
healthcare  worker  should  be  tested  for  HIV  serology  at 
six  weeks,  three  months  and  six  months,  at  which  time 
99  percent  of  seroconversions  have  occurred.  In  the 
case  of  females,  pregnancy  should  be  avoided. 

All  medical  personnel  — including  nurses,  laboratory 
workers  and  phlebotomists  who  use  needles  — face  the 
ever  present  danger  of  being  contaminated  from  a 
needle.  In  our  state,  the  HIV  status  of  the  patient  is 
usually  unknown.  In  such  situations  negative  serology 
tests  are  reassuring,  but  not  final  and  may  become  posi- 
tive later.  Dr.  Julie  Geberding,  of  San  Francisco 
General  Hospital,  has  followed  more  than  200  HIV  in- 
fected needlestick  injuries  occurring  in  health  workers 
during  the  past  several  years.  So  far,  one  worker  has 
become  infected  in  this  series. 

Most  needle  punctures  occur  while  the  health 
worker  is  attempting  to  recap  a needle.  One  should 
never  attempt  to  recap  a needle.  All  sharp  objects 
should  be  placed  in  puncture-resistant  containers.  # 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility ot  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e.g,,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-OUR  tablets  is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  In  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balahce,  other 
serum  electrolyte  levels,  tbe  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  tbe  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDDSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CDNTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate, 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoheal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity, 
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The  ChemPro  500  gives  you  precise  and  accurate 
results  from  whole  blood  in  seconds. 

So  you  get  answers  when  you  need  them-while  your 
patient  is  in  the  office. 
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Medical  Association  Auxiliary 


Are  You  Prepared  for  Your  Own 
Physical  Death? 

"There  is  a time  to  be  bom.. .and  a time  to  die"...  (Ec- 
clesiastes 3:2) 

I remember  as  a student  nurse  the  first  time  that  I was 
with  a patient  who  died.  An  overweight 
man. ..probably  in  his  40’s...was  brought  into  the  hospi- 
tal by  ambulance.  The  head  of  the  bed  was  raised  so  he 
was  sitting  upright.  There  was  a large  plastic  tent  over 
the  upper  part  of  his  body  and  he  was  gasping  for 
breath.  If  this  happened  today,  he  probably  would  have 
emergency  coronary  by-pass  surgery.  His  ashen-gray 
color  soon  turned  blue  and  he  quit  breathing.  I pulled 
the  plastic  tent  away  and  placed  one  of  my  hands  on  the 
other  as  I began  to  pump  on  his  chest,  trying  in  vain  to 
give  artificial  respiration.  He  didn’t  respond  and  I was 
overwhelmed  with  a sense  of  helplessness. 

What  is  more  important  than  one’s  own  life?  Does 
anyone  know  what  happens  after  death?  Does  death 
represent  the  end  of  one’s  life. ..or  the  beginning  of 
another? 

Renewed  interest  in  the  phenomenon  of  death  and 
related  subjects  seems  to  be  an  international  trend  in 
the  medical  profession.  Experiences  of  patients 
revived  from  death  are  being  reported  all  over  the 
world. ..now  that  resuscitative  techniques  and  advanced 


support  measures  are  being  used. 

Since  we  are  all  vulnerable  to  many  unexpected  ill- 
nesses or  accidents,  have  you  wondered  what  will 
actually  be  the  cause  of  your  own  death?  This  mystery 
of  death  is  especially  visible  to  those  in  the  medical 
profession,  and  yet  still  is  not  fully  understood  by  the 
greatest  intellectual  minds. 

Both  physician  and  clergy  seem  to  have  been  inade- 
quately trained  in  either  medical  school  or  seminary  on 
the  care  of  those  who  are  dying.  Death  may  be  viewed 
as  an  unpleasant  reminder  of  one’s  own  mortality. 
Family  members  feel  uncomfortable  around  the  dying 
patient. ..it’s  something  to  be  shunned,  avoided  or 
denied. 

Physicians,  after  a brief  examination  of  the  patient 
and  writing  orders  on  the  chart,  may  conveniently  dis- 
appear in  order  to  avoid  the  patient’s  questions 
concerning  chance  for  survival.  The  clergy  can  enter 
the  room,  read  a Bible  verse,  say  a prayer,  and  also  con- 
veniently disappear  in  order  to  avoid  questions  that 
need  answers  now  more  than  ever  before. 

Who  is  God  to  you  personally?  If  you  consider  your 
answer  seriously,  it  is  the  most  important  answer  of  your 
life!  It  not  only  determines  your  future,  but  the  way  you 
live  your  present.  Your  reaction  to  death  will  be  con- 
ditioned by  your  reaction  to  God.  Dr.  L.  Nelson  Bell, 
a physician-missionary  to  China,  and  the  father-in-law 
of  Billy  Graham,  once  said..."0/j/y  those  who  are 
prepared  to  die.. .are  really  prepared  to  live!" 

Never  before  in  human  history  has  there  been  such 
focus  on  medicine  and  the  controversy  of  physicians’ 
"playing  God".  We  are  all  confronted  with  the  ques- 
tions of  medical,  legal  and  moral  principles  concerning 
life  and  death  which  challenge  society  today. 

In  my  December  article,  I referred  to  Christ  being 
conceived  by  the  Holy  Spirit. ..resulting  in  perfect  blood 
to  become  the  sacrifice  for  our  sins.  During  the  month 
of  March,  our  calendars  acknowledge  this  sacrificial 
death  of  Christ  and  His  subsequent  resurrection  on 
EASTER  SUNDAY.  We  have  a promise  of  a resur- 
rection from  the  dead  because  of  Christ,  and  yet  we  can 
be  "spiritualty  dead"  if  we  fail  to  respond  to  spiritual 
stimuli,  just  as  we  are  "physically  dead"  when  we  fail  to 
respond  to  physical  stimuli.  # 
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SOUTH  DAKOTA 


Body  Mass  Index  in  Practice 

Body  mass  index  is  a consistent  and  practical  method  for  obesity  measurement  which  may  help  in 
determining  the  affect  of  a person's  weight  on  their  health. 

Bruce  M.  Romanic,  MD^ 


INTRODUCTION 

Weight  measurement  and  obesity  determination  is 
an  important  part  of  primary  medical  care. 
Obesity  is  important  because,  at  some  level,  it  affects 
the  well  being  of  every  patient  and  it  can  be  profound- 
ly impacted  by  intervention  measures.  However, 
obesity  continues  to  suffer  from  lack  of  definition.  The 
purpose  of  this  report  is  to  highlight  and  encourage 
body  mass  index  (BMI)  as  a method  of  weight  measure- 
ment. BMI  is  internally  consistent  and  practical  for 
routine  use  in  a primary  care. 

METHOD 

The  height  in  inches  and  the  weight  in  pounds  of 
1,060  consecutive  nonpregnant  outpatients  18  years  of 
age  and  older  were  obtained  by  the  admitting  nurse 
before  each  office  visit.  This  information  is  routinely 
recorded  on  a vital  sign  flow  sheet.  A body  mass  index 
was  then  calculated  for  each  patient  by  the  office  staff 
before  filing  using  the  derived  formula  in  reference  #1. 
This  formula  was  obtained  by  algebraic  manipulation 
of  the  body  mass  index  definition,  weight  (kilograms) 
divided  by  the  height  (centimeters)  squared.  The 
body  mass  index,  gender,  and  age  were  then  entered 
into  a Compaq  Deskpro  286  (program  information 
available  upon  request)  by  an  office  assistant.  Twelve 
incorrect  entries  were  discarded  after  review.  The  final 
form  of  information  was  BMI  distribution  by  age  and 
gender,  to  be  presented  in  toto  elsewhere. 

RESULTS 

This  study  included  1,048  total  patients,  555  men 
(53%)  and  493  women  (47%).  The  age  range  for  men 
was  18  to  97  years  and  for  women  was  18  to  99  years. 
Each  half-decile  age  category  contained  from  5%  to 
14%  of  the  total  study  population.  Table  I presents  the 
distribution  of  patients  by  gender  and  BMI.  The  range 
of  BMI  for  men  was  16.2  to  46.1  and  for  women  was  14.8 
to  46.7. 


family  practice  physician,  Salem,  SD. 


Table  I 

Patient  Distribution  by  Gender  and  BMI,  N (1%  of  Total) 


BMI 

Male 

Female 

Total 

<20 

15  (2.7%) 

32  (6.5%) 

47  (4.5%) 

20-27J 

20-27.8 

317  (57.1%) 

277  (56.2%) 

594  (56.7%) 

273-30 

27.8-30 

93  (16.8%) 

58  (11.8%) 

151  (14.4%) 

30-35 

105  (18.9%) 

81  (16.4%) 

186  (17.7%) 

>35 

25  (4.5%) 

45  (9.1%) 

70  f6.7%) 

555  (100%) 

493  (100%) 

1048  (100%) 

DISCUSSION 

The  first  step  in  addressing  the  problem  of  obesity  is 
definition.  Consistent  use  of  a comparable  standard  for 
weight  measurement  will  allow  such  proper  definition. 
Body  mass  index  has  shown  to  be  a reliable  indicator  of 
adult  body  composition  independent  of  height."  In 
practice,  the  adjusted  version^  is  easily  instituted  and 
provides  a precise  focus  for  discussion  with  patients. 
Body  mass  index  is  the  recommended  method  of  weight 
measurement  by  the  National  Institutes  of  Health  con- 
sensus conference  on  the  health  implications  of 
obesity.^  BMI  was  also  the  preferred  method  of  weight 
measurement  in  recent  national"*  and  international^ 
studies  on  the  prevalence  of  obesity. 

Attainment  of  a proper  definition  for  obesity  must 
await  studies  relating  morbidity  and  mortality  to  levels 
of  body  mass  index.  At  this  time  it  is  most  important  to 
report  observation  of  weight  in  a consistent  and  reliable 
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manner.  This  report  demonstrates  the  ease  with  which 
such  information  can  be  obtained  when  a coordinated 
effort  by  nurse,  physician,  and  office  staff  uses  informa- 
tion routinely  available  on  every  chart.  The  body  mass 
index  information  thus  obtained  is  useful  in  individual 
counseling,  practice  definition,  and  larger  scale  study 
comparison. 
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^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer;  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clini3l  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
diaive  of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  in  human  milk  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (suaalfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1 /87 
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1 Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gasfr'oenfero/1987:9(4);395-399. 
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Carafate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers.’  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  - therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 

CXrafate 

^sucralfate/Marion 
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Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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ARMY  RESERVE  MEDICAL  PROFILE  NO.  5 


ROSALYN  R STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  Scliool  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 
cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  US.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 

#/  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
E>r.  Steiiing'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.#/ 

NW  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


The  following  physicians  recently  began  practicing 
medicine  in  South  Dakota. 


Jeffrey  Hanson,  MD,  is  practicing  at  the  Huron  Clinic, 
Huron,  in  internal  medicine.  A native  of  Huron,  he 
received  his  medical  degree  from  USD  School  of 
Medicine  in  1981;  completed  a family  practice 
residency  at  Marquette  General  Hospital,  Marquette, 
MI  in  1983;  and  an  internal  medicine  residency  in 
Marshfield,  WI  in  1985.  Dr.  Hanson  has  had  additional 
training  in  gastroenterology/endoscopy.  He  is  a 
diplomate  of  the  National  Board  of  Medical  Examiners 
and  the  American  Board  of  Internal  Medicine. 

He  and  his  wife,  Jana,  have  two  children. 


Thomas  M.  Kosina,  MD,  practicing  in  Winner  with  Dr. 
Gregg  Tobin,  as  a general  surgeon.  A native  of  Cedar 
Rapids,  lA,  he  received  his  medical  degree  from  the 
University  of  Iowa  in  1975;  completed  a one-year 
internship  and  a five-year  surgery  residency  at 
Maricopa  County  General  Hospital  in  Phoenix,  AZ 
from  1975-1980;  spent  two  years  in  the  army;  practiced 
for  two  years  in  Cedar  Rapids,  1982-1984;  and 
practiced  in  Farmington,  MO  from  1984-1986.  He  then 
accepted  a health  care  management  fellowship  with  an 
HMO  in  Fountain  Valley,  CA.  Dr.  Kosina  also  worked 
with  the  State  Mobile  Medical  of  Valencia,  CA  prior  to 
coming  to  Winner. 


Clarito  M.  Pang,  MD,  has  joined  the  Medical 
Associates  Clinic,  Pierre,  as  a pediatrician.  A native  of 
the  Philippines,  he  received  his  medical  degree  from 
the  University  of  the  Philippines  Manila  College  of 
Medicine  in  1967;  completed  an  internship  at  St.  Peter’s 
Hospital,  Albany,  NY  in  1968;  completed  one  and  one 
half  years  of  a pediatric  residency  at  Baroness  Erlanger 
Hospital  in  Chattanooga,  TN  and  a one-year  pediatric 
residency  at  the  Jewish  Hospital  in  Brooklyn,  NY  in 
1971.  Dr.  Pang  completed  a Fellowship  in  Pediatric 
Chest  Disease  at  St.  Christopher  Hospital  for  Children 
in  Philadelphia  in  1972.  He  practiced  pediatrics  in 
Oneanta,  NY  and  East  Moline,  IL.  For  the  past  two 
years.  Dr.  Pang  has  been  working  as  a pediatrician  at 
Womack  Army  Community  Hospital  in  Fort  Bragg, 
NC.  Besides  pediatrics.  Dr.  Pang  has  special  interests 
and  experience  in  allergy  and  chest  diseases, 
neonatology  and  developmental  pediatrics. 

While  practicing  in  Illinois,  Dr.  Pang  was  appointed 


clinieal  instructor  in  pediatrics  at  the  University  of  Il- 
linois Peoria  School  of  Medicine.  He  also  served  ten 
years  as  chairman  of  the  Department  of  Pediatrics  in 
various  hospitals  in  the  Quad  Cities. 


Basil  J.  Photos,  MD,  began  his  practice  in  Ipswich  as  a 
general  practitioner.  A native  of  Albania,  he  received 
his  medical  degree  from  the  University  of  Athens 
Medical  School  in  Greece  in  1945,  and  completed  a 
rotating  internship  in  1949,  at  Grant  Hospital  in 
Chicago.  Dr.  Photos  continued  to  work  at  Grant 
Hospital,  attending  special  courses  until  1951,  when  he 
went  to  work  as  an  emergency  physician  at  the  United 
States  Steel  Hospital.  He  then  practiced  at  the  Oak 
Forest  Tuberculosis  Hospital  from  1951  - 1953.  Dr. 
Photos  went  into  private  practice  in  1953  in  Chicago 
and  stayed  there  until  the  present. 

He  and  his  wife,  Mary,  have  two  married  daughters. 


Stephen  J.  Steska,  MD,  is  practicing  at  Diagnostic 
Medical  Imaging  in  Watertown  as  a radiologist.  A 
native  of  St.  Louis,  MO,  he  received  his  medical  degree 
from  the  St.  Louis  University  School  of  Medicine  in 
1976;  completed  an  internship  at  St.  Louis  University 
Group  Hospitals  in  1977;  worked  as  an  emergency 
room  physician  until  1980,  completed  a diagnostic 
radiology  residency  in  1983,  at  St.  Louis  University 
Group  Hospitals.  Dr.  Steska  came  to  South  Dakota 
from  St.  Francis  Hospital,  Maryville,  MO,  where  he  was 
director  of  the  Department  of  Radiology. 

Dr.  Steska  jmd  his  wife,  Patricia,  have  three  children. 
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WHEREAS,  Our  state  and  nation  ewe  a great  debt  to  those  unselfish  physicians 
who  labor  long  hours  to  care  for  our  sick,  and  who  are  constantly  engaged  in 
research  to  prevent  human  misery  and  suffering;  and, 

WHEREAS,  It  is  fitting  that  we  should,  from  time  to  time,  pay  tribute  to 
those  unselfish  individuals  who  guard  the  health  of  our  nation: 

NOW,  'IHEREFORE,  I,  GECB3E  S.  MICKELSCN,  Governor  of  the  State  of  South 
Dakota,  do  hereby  proclaim  March  30,  1989,  as 

DOCTORS'  DAY 


in  South  Dakota. 


ATTEST: 


OF  STATE 


IN  WITNESS  WHEREOF,  I have  hereunto 
set  iry  hand  and  caused  to  be  affixed 
the  Great  Seal  of  the  State  of  South 
Dakota,  in  Pierre,  the  Capital  City, 
this  TVenty-First  Day  of  July,  in 
the  Year  of  Our  Lord,  Nineteen 
Hundred  and  Eighty-Eight 
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Risk  Management:  An  Ounce  of 
Prevention^ 

Richard  G.  Roberts,  MD,  JD^ 

The  AMA  has  identified  four  basic  strategies  to  deal 
with  the  malpractice  crisis:  educate  the  public  to 
reasonable  expectations,  strengthen  the  legal  defense 
of  malpractice  claims,  change  the  tort  system,  and  im- 
prove the  quality  of  medical  practice.^  While  all  four 
approaches  are  being  addressed  by  a number  of  AMA 
and  SMS  initiatives,  it  is  the  fourth  stratagem-the  im- 
provement of  the  quality  of  medical  practice— that  is 
most  within  the  control  of  individual  physicians.  Risk 
management  is  an  approach  to  medical  practice  that 
seeks  to  maximize  the  quality  of  care  provided  and  the 
patient’s  satisfaction  with  that  care  To  better  under- 
stand the  need  for  a risk  management  approach,  it  is 
first  necessary  to  examine  the  nature  of  the  malpractice 
problem  for  the  individual  physician. 

THE  PROBLEM 

Wisconsin  physicians  have  about  a one-in-40,000 
chance  of  being  sued  as  the  result  of  a single  physician- 
patient  encounter.  Overall,  approximately  one  out  of 
12  Wisconsin  physicians  become  defendants  in  a 
malpractice  action  each  year.  The  risk  of  being  named 
in  a suit  depends  greatly  on  specialty.  For  example, 
while  acutaries  predict  that  virtually  every  physician 
should  expect  to  be  named  in  at  least  one  suit  during  a 
career,  a newly  trained  obstetrician  will  average  eight 
suits  during  a career.^ 

Various  observers  interpret  this  data  differently. 
Some  argue  that  physicians  are  named  in  too  many 
suits— malpractice  litigation  drives  up  the  cost  of  medi- 
cal care  and  reduces  access  to  care  in  spite  of  the  fact 
that  physicians  prevail  in  80%  of  the  cases  that  go 
through  a trial.  Others  contend  that  physicians  are 
named  in  too  few  suits-more  malpractice  is  committed 
than  is  recognized,  litigated  or  compensated  as 
evidenced  by  the  fact  that  only  one  in  six^  to  one  in  fif- 
teen'^ negligently  injured  patients  ever  file  a suit.  For 
the  individual  physician,  the  number  of  malpractice 
claims  is  both  too  many  and  too  few— one  suit  is  too 


'Reprinted  with  permission  from  Wisconsin  Medical  Jour- 
nal, Volume  88,  No.  1,  January  1989,  pages  23-24. 

Assistant  professor,  Department  of  Family  Medicine  and 
Practice,  University  of  Wisconsin  Medical  School,  Madison, 
WI. 


many  given  the  emotional  and  financial  trauma  in- 
volved, but  a handful  of  suits  in  a career  (out  of  the 
thousands  of  patient  encounters)  is  too  few  to  permit 
the  physician  to  predict,  based  on  personal  experience, 
those  physician  behaviors  or  patient  factors  that  are 
likely  to  result  in  a claim. 

Given  the  relative  infrequency  of  lawsuits  for  any  one 
physician,  it  would  be  easy  for  the  individual  to  fall  prey 
to  the  notion  that  a malpractice  suit  is  a totally  random 
event  that  one  can  do  little  to  avoid-it  is  simply  a mat- 
ter of  waiting  for  the  lightning  to  strike.  While  this  may 
be  true  for  a specific  claim,  in  general  it  is  possible  to 
scan  the  various  specialities  and  identify  certain  areas 
that  pose  the  greatest  liability  risk  for  those  physicians. 
Risk  management  takes  account  of  these  risks  and 
enables  the  physician  to  practice  reflective  medicine- 
a style  of  practice  that  recognizes  medicine’s  ability  to 
do  harm  (as  well  as  good),  monitors  the  patient’s 
progress  and  endeavors  to  keep  the  patient  satisfied. 

RISK  MANAGEMENT  DEFINED 

Traditionally,  risk  management  has  been  defined  as 
an  administrative  effort  to  protect  the  financial  assets 
of  an  organization.  For  the  clinician,  risk  management 
is  better  defined  as  a style  of  practice  that  seeks  to 
prevent  patient  injuries,  malpractice  claims  and 
malpractice  claims’  losses.  It  is  important  to  emphasize 
that  risk  management  is  a style  of  practice,  incor- 
porated into  one’s  daily  practice,  rather  than  a lecture, 
workshop  or  reading.  Often  confused  with  risk 
management,  quality  assurance  is  usually  more  con- 
cerned with  actual  problems  that  have  been  identified 
(rather  than  risks  or  potential  problems)  and  it  focuses 
less  on  the  legal  or  financial  implications.  Both  risk 
management  and  quality  assurance  use  many  of  the 
same  care  evaluation  techniques,  such  as  incident 
reports,  generic  outcome  screens  and  clinical  in- 
dicators. 

THE  ANESTHESIA  EXAMPLE 

One  of  the  better  examples  of  the  benefits  of  risk 
management  techniques  is  in  anesthesia.  By  careful 
analysis  of  the  reasons  for  anesthetic  mishaps,  anes- 
thesiologists have  been  able  to  develop  practice 
recommendations  (e.g.  oximetry)  that  have  sig- 
nificantly lowered  the  incidence  of  anesthetic  injuries, 
anesthesia  malpractice  claims  and  the  malpractice 
premium  category  for  anesthesiologists.^  Anesthesia  is 
admittedly  one  of  the  more  straightforward  areas  of 
medicine,  in  which  risks  can  be  more  readily  identified 
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and  avoided. 

These  same  principles,  however,  can  be  used  to  high- 
light the  areas  most  likely  to  result  in  suits  against-for 
instance— emergency  medicine  physicians  (chest  pain, 
febrile  children,  wound  care,  abdominal  pain,  and  frac- 
tures of  the  spine  or  pelvis)*^  or  family  physicians 
(failure  to  diagnose  cancer-especially  breast,  lung^  and 
colon,  birth-related  claims,  fractures,  cmd  drugs). 

Future  articles  will  explore  additional  risk  manage- 
ment issues  and  techniques.  Although  adopting  a risk 
management  approach  to  the  practice  of  medicine  will 
not  provide  absolute  protection  agcunst  a malpractice 
suit,  it  can  reduce  the  risk  of  litigation.  "An  ounce  of 
malpractice  prevention  is  worth  a ton  of  money."^ 
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SOUTH  DAKOTA 


Orthopedic  Surgeon  - 
BE/BC 

Progressive  JCAHO  hospital  and 
medical  staff  located  in  university 
community  of  Northwest  Missouri  is 
seeking  orthopedic  surgeon  to  serve 
people  in  area  with  high  sports 
interest,  high  percent  of  elderly,  and 
documented  desire  and  need  for 
specialty  services.  Community 
provides  hometown  livability  with 
big  city  accessibility.  Located 
approximately  two  hours  from 
Kansas  City,  Omaha,  and  Des 
Moines. 

Contact: 

Martin  Goedken,  Vice  President 
St.  Francis  Hospital 
2016  South  Main  Street 
Maryville,  MO  64468-2693 
or  call  collect: 
816/562-2600,  ext.  5001 


BC/BE  FAMILY 
PRACTITIONER 

needed  to  join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal. 

Send  curriculum  vitae  or  inquires 
to: 

Lake  Region  Clinic,  PC 

Attn:  JoelRotvold 

PO  Box  1100 

Devils  Lake,  ND  58301 

or  call  collect  at  701-662-2157 
for  further  information 


Family  Physician 
Needed 

Two  over-worked  family  practice 
physicians  have  an  immediate  need  for 
one  residency  trained,  board  certified 
family  practitioner.  This  two-man 
family  practice  group  is  located  in 
Pierre  in  a new  medical  building.  There 
is  great  water  recreation  and  hunting  in 
the  immediate  area.  Those  interested 
are  asked  to  please  contact: 

T.  J.  Huber,  MD 
Dakota  Plains  Clinic 
640  East  Sioux 
Pierre,  SD  57501 
(605)  224-2010 


BC/BE  Internist 

needed  to  join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal.  Send  curriculum  vitae  or 
inquiries  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 

or  call  collect  at  (701)  662-2157  for 
further  information 
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EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening  for 
full-time  career-oriented  emergency 
physicians  in  Sioux  Falls,  Aberdeen  and 
Yankton.  Excellent  benefits  including 
malpractice,  disability,  health 
insurance,  profit  sharing,  etc.  Flexible 
work  schedules,  excellent  working  and 
living  conditions. 

Contact:  Donald  Kougl,  MD 

(307)  632-1436 

or  send  CV  to:  EMP,  PC 

PO  Box  805 
Cheyenne,  WY 
82003 


Family  Practice  - BE/BC 

to  join  established  practice  of 
obstetrician  and  family 
practitioner.  For  progressive 
community  in  Northwest  Missouri 
with  State  University.  Excellent 
JCAHO  hospital  facilities.  Good 
physician  complement  available 
with  subspecialty  representation. 

Contact: 

Martin  Goedken,  Vice  President 
St.  Francis  Hospital 
2016  South  Main  Street 
Maryville,  MO  64468-2693 
Call: 

816/562-2600 


Family  Practice/Internal  Medicine 
WOMEN’S  HEALTH 

Multispecialty  Clinic.  Full  or  part 
time  in  newly  established  Women’s 
Health  Center.  Primary  care  of 
women  with  time  and  support  you 
need.  Nurse  practitioner, 
counselor,  dietitian,  wellness  and 
education  staff.  Beautiful,  new, 
fully  equipped  clinic.  Guaranteed 
annual  salary,  generous  benefits, 
time  away,  partnership  after  first 
year.  Progressive  community  of 
32,000.  Draw  of  150,000. 

Send  CV  to: 

Mark  Johnson,  MD 
810  N.  Eisenhower 
Mason  City,  lA  50401 
or  call: 

(515)  421-5686 


Internist  - BE/BC 

for  progressive  community  in 
Northwest  Missouri  with  State 
University.  Solo  or  join  established 
internist.  Excellent  JCAHO 
hospital  facilities  including  CT 
scanning,  ultrasound,  nuclear 
medicine,  doppler  studies, 
endoscopies,  cardiac  stress  testing, 
holter  monitor.  Good  physician 
complement  available  with 
subspecialty  representation. 

Contact: 

Martin  Goedken,  Vice  President 
St.  Francis  Hospital 
2016  South  Main  Street 
Maryville,  MO  64468-2693 
Call: 

816/562-2600 


28 


SOUTH  DAKOTA 


:.New  SDSMA  Members 

K''''  "■•  ■■ 

.■•^sss*^!^sw.‘.v.w.*.v.nnv.v.v.*.v.v.‘.v.-.v.v.*.v.-.sssv.v.w.v.v.v.v.v.v.*.v.v.'.v.'.v.v.'.-.'.'.\'.'.  . 


ACTIVE  MEMBERS 

Victoria  Andersen,  MD  FP 

209  Sixteenth  St. 

Hot  Springs,  SD 

Mary  W.  Beecher,  MD  FP 

Interlakes  Medical  Center 
903  N.  Washington  Ave. 

Madison,  SD 

Douglas  G.  Bell,  MD  Anes 

Anesthesia  Physicians  Ltd. 

1201  S.  Euclid  Ave.,  #212 
Sioux  Falls,  SD 

Spencer  Berry,  MD  FP 

808  W.  Havens 
Mitchell,  SD 

Donald  T.  Bishop,  MD  Card 

North  Central  Heart 
1100  S.  Euclid  Ave.,  #500 
Sioux  Falls,  SD 

Frederick  R.  Entwistle,  MD  PM/Rehab 

Central  Plains  Clinic 
2727  S.  Kiwanis  Ave. 

Sioux  Falls,  SD 

Max  Farver,  MD  I/Hem/Onc 

Yankton  Medical  Clinic 
PO  Box  706 
Yankton,  SD 

Barbara  A.  Hall,  MD  I 

Central  Plains  Clinic 
2727  S.  Kiwanis  Ave. 

Sioux  Falls,  SD 

Gary  A.  Halma,  MD  Anes 

Anesthesia  Physicians  Ltd. 

1201  S.  Euclid  Ave.,  #212 
Sioux  Falls,  SD 

Michael  Heisler,  MD  I 

USDSM 

2501  W.  22nd  St. 

Sioux  Falls,  SD 

David  A.  Larsen,  MD  FP 

McGreevy  Clinic,  West 
6000  W.  41st 
Sioux  Falls,  SD 

Dennis  E.  Nesbit,  MD  R 

PO  Box  8130 
Rapid  City,  SD 

Calvin  A.  Roseth,  MD  I 

Bartron  Clinic 

320  Seventh  Ave.,  SE 

Watertown,  SD 


David  A.  Thomas,  MD  PUD 

Central  Plains  Clinic 
2727  S.  Kiwanis  Ave. 

Sioux  Falls,  SD 

Henry  Travers,  MD  Path 

1301  S.  9th  Ave.,  #301 
Sioux  Falls,  SD 

John  C.  VanderWoude,  Jr,  MD  VS/TS 

North  Central  Heart 
1100  S.  Euclid  Ave.,  #500 
Sioux  Falls,  SD 

Donald  J.  Wingert,  MD  GS 

1301  S.  9th  Ave.,  #505 
Sioux  Falls,  SD 

ASSOCIATE  MEMBERS 

Karen  J.  Heiling,  MD  FP  Resident 

Family  Practice  Center 
2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 
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Future  Meetings 


April 

19890b/Gyn  Update,  Airport  Hilton,  Minneapolis,  MN,  Apr. 
6-7.  Fee:  $225.  12  1/2  hrs.  AAFP  & AMA  Category  I credit. 
Contact:  Kathleen  Fritz,  Registrar,  CME,  St.  Paul-Ramsey 
Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612) 
221-3992. 

GI:  New  Approaches  to  Old  Problems,  Hennepin  County  Med. 
Ctr.,  Minneapolis,  MN,  Apr.  7.  AMA  Category  I credit. 
Contact:  Eugenia  Kassar,  Dir.,  CME,  Hennepin  County 
Med.  Ctr.,  Off.  of  Academic  Affairs,  701  Park  Ave.,  Ste.  4220, 
Minneapolis,  MN  55415.  Phone:  (612)  347-2075. 

Advanced  Trauma  Life  Support,  Hennepin  County  Med.  Ctr., 
Minneapolis,  MN,  Apr.  10-11.  AMA  Category  I credit. 
Contact:  Eugenia  Kassar,  Dir.,  CME,  Hennepin  County 
Med.  Ctr.,  Off.  of  Academic  Affairs,  701  Park  Ave.,  Ste.  4220, 
Minneapolis,  MN  55415.  Phone:  (612)  347-2075. 

Coping  with  Stress  and  Anxiety,  Azure  Tides  Resort,  Sarasota, 
FL,  Apr.  10-14. 20  hrs.  AMA  Category  I credit.  Contact:  Med. 
Seminars,  PO  Box  6214,  Sarasota,  FL  34278.  Phone:  Reece 
Pierce,  PA/C,  Temple  Univ.  (813)  388-1766. 

Update  in  Cardiovascular  Drug  Therapy,  Am.  College  of  Card., 
Heart  House  Learning  Ctr.,  Bethesda,  MD,  April  17-19.  Fee: 
$515. 21.5  hrs.  AMA  Category  I credit.  Contact:  Am.  College 
of  Card.,  9111  Old  Georgetown  Rd.,  Bethesda,  MD  20814. 
Phone:  1-800-253-4636,  ext.  241. 

Anhritis  Update,  Azure  Tides  Resort,  Sarasota,  FL,  Apr. 
17-21.  20  hrs.  AMA  Category  I credit.  Contact:  Med. 
Seminars,  PO  Box  6214,  Sarasota,  FL  34278.  Phone:  Reece 
Pierce,  PA/C,  Temple  Univ.  (813)  388-1766. 

Post  Polio  Conference,  Disabled  Am.  Veterans  (DAV),  Sioux 
Falls,  SD,  Apr.  22.  Fee:  $30.  CEU  credit.  Contact:  Kim 
Husby,  Pres.,  Tri  State  Polio  Survivors,  Box  88941,  Western 
Mall  Station,  Sioux  Falls,  SD  57106-8941. 

Controversies  in  Cardiovascular  Diagnosis  and  Treatment:  The 
Approach  of  Expert  Clinicians,  Am.  College  of  Card.,  Heart 
House  Learning  Ctr.,  Bethesda,  MD,  Apr.  26-28.  Fee:  $515. 
17  hrs.  AMA  Cateogry  I credit.  Contact:  Am.  College  of 
Card.,  Learning  Ctr.,  9111  Old  Georgetown  Rd.,  Bethesda, 
MD  20814.  Phone:  1-800-253-4636,  ext.  241. 

May 

Practical  Applications  in  Ophthalmology,  Azure  Tides  Resort, 
Sarasota,  FL,  May  8-12.  20  hrs.  AMA  Category  I credit. 
Contact:  Med.  Seminars,  PO  Box  6214,  Sarasota,  FL  34278. 
Phone:  Reece  Pierce,  PA/C,  Temple  Univ.  (813)  388-1766. 

South  Dakota’s  Fourth  Annual  Rural  Health  Conference, 
Howard  Johnson  Convention  Ctr.,  Sioux  Falls,  SD,  May 
24-26.  Contact:  Jan  Smith,  SD  Dept,  of  Health,  523  E. 
Capitol,  Pierre,  SD  57501.  Phone:  (605)  773-3693. 

June 

Fifth  International  Conference  on  Aids,  Montreal,  Canada, 
June  4-9.  Contact:  Conf.  Secretariat,  Kenness  Canada  Inc., 
PO  Box  120,  Station  B,  Montreal,  Quebec  Canada  H3B  3J5. 
Phone:  (514)  874-4006. 


Eighth  Annual  Comhusker  Canadian  Clinical  Conference, 

Wolverine  Lodge,  Lynn  Lake,  Manitoba,  Canada,  June  7-24. 
Fee:  $150.  Contact:  Sharlene  Knippelmeyer,  RN,  BS,  Educ. 
& Staff  Development,  Lincoln  General  Hosp.,  2300  S.  16th 
St.,  Lincoln,  NE  68502.  Phone:  (402)  473-5638. 

Twelfth  Annual  Seminar  on  Advances  in  Clinical  Pediatrics, 

Sylvan  Lake  Resort,  Custer,  SD,  June  21-23.  Contact: 
Lawrence  R.  Wellman,  MD,  CME  Prog.  Coord.,  USD  School 
of  Medicine,  PO  Box  5039,  Sioux  Falls,  SD  57117-5039. 
Phone:  (605)  333-7178. 

The  American  Medical  Association  has  announced  the 
creation  of  American  Medical  Television.  This  is  a 2-hour 
program  on  the  Discovery  Channel  every  Sunday  from  9 to 
11  am.  Central  Standard  Time,  starting  Sunday,  January 
8, 1989.  American  Medical  Television  carries  CME  credits 
for  its  programs. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 

CENTRAL  PLAINS  CLINIC 

TENTH  ANNUAL 
SYMPOSIUM 

Topics  in  Ciinicai  Medicine 
Aprii  7 & 8, 1989 
Ramkota  Inn 

Sioux  Faiis,  South  Dakota 

Contact: 

Michael  R.  Ferrell,  MD 
2727  S.  Kiwanis  Avenue 
Sioux  Falls,  SD  57105 
Phone:  (605)  331-3490 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THi^' WILL... 


. . . improve  patient  satisfaction  Avith  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Working  today  for  a healthier  tomorrow 


Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 
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Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Elizabeth  K.  Braunstein 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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Cerebrovascular  Disease  Mortality  Rates  and  Water 
Hardness  in  North  Dakota 

USD  School  of  Medicine 

Crusted  Scabies:  A Case  Report  and  Review  of 

the  Literature 


No  Need  to  Feel 
Helpless*** 


Few  things  elicit 
feelings  of  depression, 
rage,  helplessness  and 

exasperation  as  thor^ 
oughly  as  receiving  suit 
papers  for  a malpractice 
claim.  This  physician 
suffered  just  such  an 
unpleasant  experience... 
but  his  odds  of  winning 
were  better  than  most. 
Why?  Because  his  profes- 
sional liability  insurance 
carrier  is  Insurance 
Corporation  of  America. 

The  circumstances  of 
this  claim  could  occur  and 
have  occurred  in  operating 
rooms  and  doctors’  offices 
everywhere.  A routine 
surgical  procedure  went 
sour  when,  for  no 
apparent  reason,  the 
patient  suffered  a cardiac 
arrest.  Prompt  and  proper 
attempts  at  resuscitation 
failed.  Our  physician  was 
sued  along  with  other 


During  discovery,  information 
was  released  indicating  the  pa- 
tient had  previously  undergone 
similar  surgery  under  anesthesia 
without  incident.  Because  of 
ICA’s  diligence  and  our  willing- 
ness to  exhaust  all  legal  remedies, 
the  jury  was  allowed  to  hear  the 
autopsy  report  as  well  as  the 
patient’s  past  medical  history. 
Those  defendants  who  settled 
quickly  never  had  an  oppor- 
tunity to  present  that  evidence. 
And  ultimately  our  insured  was 
exonerated.  ' 


surgeons  in  the  operating  room,  the 
primary  care  physician,  the  anesthe- 
siologist and  the  hospital. 

Subsequent  to  surgery,  it  was 
determined  the  patient  had  arrested  as  a 
result  of  an  allergic  reaction  to  the 
anesthesia.  Unlike  other  carriers 
involved,  who  settled  quickly  to  avoid 
costly  "death  incident”  litigation,  ICA 
recognized  our  physician  was  not  at  fault. 
Fortunately  for  him,  ICA  is  dedicated  to 
the  strongest  claims  defense  possible. 
And  because  ICA  also  understands  that  a 
doctor’s  most  valuable  asset  is  his 
reputation,  protecting  it  becomes  our 
bottom  line. 

So  ICA  and  the  doctor  fought  alone  — 
and  at  ICA’s  expense.  ICA  in-house 
attorneys  screened  and  selected  local 
defense  attorneys  skilled  in  malpractice 
cases  and  familiar  with  the  judicial 
climate  of  the  region.  Then,  they  planned 
strategy,  investigated  the  facts,  and 
monitored  the  defense. 


What  does  this  mean  to  the  doctor? 
He  leaves  the  courtroom  with  his 
reputation,  his  policy  limits  and  his 
checkbook  intact,  all  because  of  his 
partnership  with  ICA,  where  we  put 
reputation,  principles  and  dignity  ahead 
of  the  quick  fix.  The  reason  why? 
Because  ICA  is  people  who  care.  Period. 


INSURANCE  CORPORATION  OF  AMERICA 

Houston,  Texas  713  (871-8100) 


BECOME  A "SPONSORING"  MEMBER 

OF  THE 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

You  can  be  a "Sponsor"  by  contributing  $100 
or  MORE  in  a calendar  year  to  the 
Endowment  Association. 

Your  contributions  may  be  tax  deductible  and 
the  money  is  very  much  needed  to  make  low 
interest  (6%)  loans  to  the  medical  students 
who  are  attending  the  University  of  South 
Dakota  School  of  Medicine. 

In  the  last  few  years  the  number  of  loans 
granted  by  the  Association  has  increased  to 
nearly  80  annually  and  the  total  amount 
loaned  annually  has  increased  from  $25,000 
to  $45,000.  This  is  a substantial  increase 
which  means  we  need  more  contributions. 

WON’T  YOU  PLEASE  HELP? 


Send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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’^tedtidine 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N =100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
dear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacistssavetime- 
at  no  extra  cost 


■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  avaiiabie  at  no  extra  cost 


n patients  witfi  tiepatorenal  syndrome  have  not  been 
ine  is  metabolized  in  the  liver  In  patents  with  normal 


1 . OataoD^,  Lilly  Research  Laborato 
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AXID® 

nizatdine  capsules 
Brief  Summery 

Consult  the  peekege  literature  for  complete  information. 

Indieatioiis  and  Usage:  Axid  is  Indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  within  four  weeks. 

Axid  is  indicated  for  maintenance  therapy  tor  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h s.  after  healing  of  an  active  duodenal  ulcer.  The  consequences 
of  continuous  therapy  with  Axid  tor  longer  than  one  year  are  not  known 

Contraindicstion;  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  In  patients  with  hypersensitivfty  to  other 
Hrreceptor  antagonists 

Precautlofts;  GenerdJ  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  Pharmacokinebcstudiesinpatier^  . 

done  Part  of  the  dose  of  nizatidine  is  rr  _ _ 

renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
is  similar  to  that  In  normal  subiects. 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  during  therapy  with  nizatidine. 

Drug  Interactions  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordlazepoxide,  lorazepam,  lldocaine,  phenytoin,  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system; 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg  B.i.d.,  was 
administered  concurrently. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like 
(ECL)  cells  in  the  gastric  oxyntic  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo,  ^male 
mice  given  the  high  dose  of  Axid  (2,000  m^g/day.  about  330  times  the  human 
dose)  showed  marmnally  statistically  signmcant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  o^er 
dose  groups  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  wititin  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used.  Thef  emaie  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  Indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations)  The  occurrence  of  a marginal  tinding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kgTday,  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test 

In  a two-generation,  pennatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  ehects  on  the  reproductive 
performance  of  parental  animaJs  or  their  progeny 

Pregnancy- teratogenic  Effects  - Pregnancy  Category  C-  Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  Impaired  fertility  or 
teratogenic  effect:  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administration  to  pregnant  New  Zealand  mite  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg^g  it  produced  ventricular 
anom^.  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  It  is  also  not  knovm  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be 
used  dunng  pregnancy  only  if  the  potential  benefit  Justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactating  women  have  shown  that 
<01%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  In 
proportion  to  plasma  concentrations  Caution  should  be  exercised  when  adminis- 
tenng  nizatidine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 

Use  in  Elderty  Patients  - Ulcer  healing  rates  In  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups.  Age  alone  may 
not  be  an  Important  factor  in  the  disposition  of  nizatidine  Elderly  patients  may  have 
reduced  renal  function 

Adverse  Reactlont;  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations.  Domestic  placebo-controlled  trials 
included  over  1 ,900  patients  given  nizatidine  and  over  1 ,300  given  placebo.  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  trials,  sweating  (1  % vs 
0 2%),  urticaria  (0.5%  vs  < 001  %),  and  somnolence  (2.4%  vs  1 .3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A variety  o1  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

Hepatic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
].  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 

bly  or  probab 

elevation  of  SGOT.  S 
SGPT  was  g 

enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rale  of  liver  enzyme  abnormalities  in  placebo-treated 
patients  All  abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endoenne  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antiandrogenic  activi^  due  to  Axid.  Impotence  and  decreased  libido 
were  reported  with  equal  treouency  by  patients  who  received  Axid  and  by  those 
given  placebo.  Rare  reports  of  gynecomastia  occurred. 

Hematologic  - Fatal  thrombocytopenia  was  reported  in  a patient  vrtio  was 
treated  with  Axid  and  another  H?-receptor  antagonist.  On  previous  occasions,  this 
patient  had  experienced  thrombocytopenia  whife  taking  other  drugs.  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 

Iniegumental  -Smating  and  urticaria  were  reported  significanOy  more  fre- 
guentiy  in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermati- 
tis were  also  reported. 

Hypersensitivity  - As  with  other  Hj-rcceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported.  Because  cross-sen- 
srtivity  in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonist 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensrti^ 
to  these  agents  Rare  episodes  of  hypersensitivi^  reactions  (eg,  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other  - Hyperuncemia  unassociatea  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  administration  have  been 
reported 

Overdotage:  Overdoses  of  Axid  have  been  reported  rarely.  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered. 

Signs  and  Symptoms  -There  is  little  clinical  experience  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic-type  effects,  including  lacrlmation.  salivation,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
m^g  and  232  mg/kg  respectively 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center.  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  multiple  drug  over- 
doses, interaction  among  drugs,  and  unusual  drug  kinetics  in  your  patient. 

It  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitonng  and  supportive  therapy.  Renal  dialysis  for 
tour  to  six  hours  inci  -eased  plasma  clearance 


Additional  information  available  to  the 
profession  on  request, 


Of  SGOT.  SgPT  en^es  (greater  than  500  lU/L)  and.  in  a single  instance, 
s greater  than  2,000  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 


Cerebrovascular  Disease  Mortality  Rates 
and  Water  Hardness  in  North  Dakota 

Geographic  clustering  of  high  and  low  cerebrovascular  disease  mortality  rates  cannot  be  adequate- 
ly explained  by  variations  in  water  hardness. 


Anthony  J.  Dzik,  Ph,D^ 


ABSTRACT 

Geographic  clustering  of  high  and  low  cerebrovascular  disease  mortality  rates  is  evident  within  North  Dakota. 
It  was  hypothesized  that  this  distribution  might  be  related  to  geographic  variations  in  drinking  water  hardness. 
Correlation  analysis  indicated  that  associations  between  cerebrovascular  disease  death  rates  and  several  drink- 
ing water  constituents  were  weak.  Although  some  weak  relationships  exist,  it  does  not  appear  that  the  water  fac- 
tor can  adequately  account  for  the  spatial  pattern  of  cerebrovascular  disease  in  North  Dakota. 


INTRODUCTION 

Maps  of  disease  occurrence  sometimes  show  quite 
distinctive  geographic  patterns  which,  perhaps, 
can  provide  some  insight  into  etiology.^  Figures  1 and 
2 depict  age-adjusted  county  mortality  rates  (per 
100,000  population  per  year  for  the  period  1968-1978) 

AGE-ADJUSTED 

CEREBROVASCULAR  DISEASE  MORTALITY 


RATE  FOR  WHITE  MALES  (1968-1978) 


’k  too  few  deaths  to  include  in  study 

Figure  1 
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CEREBROVASCULAR  DISEASE  MORTALITY 
RATE  FOR  WHITE  FEMALES  (1968-1978) 


* too  few  deaths  to  include  in  study 

Figure  2 


for  cerebrovascular  disease  in  the  state  of  North 
Dakota  which  is  located  in  the  north-central  portion  of 
the  United  States.  The  distributions  for  the  white  male 
population  and  the  white  female  population  both  ex- 
hibit geographic  clustering  of  high  and  low  rates. 
(Please  note  that  the  non-white  population  was  not  ex- 
amined because  it  constitutes  a miniscule  percentage 
of  the  total  population.)  An  exploratory  study  was  con- 
ducted on  these  distributions  and  potential  drinking 
water  constituent  correlates. 
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METHODOLOGY 

The  two  maps  of  cerebrovascular  disease  mortality 
rates  in  North  Dakota  exhibit  spatial  autocorrelation. 
The  spatial  autocorrelation  statistic  "Moran’s  I"  was 
employed  to  measure  the  dependence  between  the 
rates  of  adjacent  counties.  Discussions  of  this  par- 
ticular statistic  and  other  means  of  assessing  spatial 
autocorrelation  can  be  examined  in  a handbook  by  Od- 
land.^ 

Once  spatial  autocorrelation  of  the  rates  was  estab- 
lished, a search  for  possible  geographic  correlates 
ensued.  The  maps  of  cerebrovascular  disease  mortality 
rates  resembled  general  maps  of  the  hardness  of  sur- 
face water  and  groundwater  in  North  Dakota. 
Variables  selected  to  measure  the  water  factor  were 
water  hardness  (ppm  CaCOs),  sodium  (ppm  Na),  mag- 
nesium (ppm  Mg),  and  Langelier’s  Index  (a  measure  of 
corrosiveness).  These  variables  were  selected  based  on 
previous  studies  by  Smith  and  Crombie^  who  found  a 
weak  inverse  correlation  between  coronary  heart  dis- 
ease and  water  hardness  in  Scotland,  and  Pocock  et  al^ 
who  reported  a strong  inverse  relationship  in  Britain. 
Whether  there  is  something  protective  in  hard  water  or 
detrimental  in  soft  water  or  if  there  is  any  real  effect  at 
all  is  still  a matter  of  discussion.  Cadmium  in  some  soft 
waters  might  lead  to  hypertension  and  the  corrosive- 
ness of  soft  water  might  increase  the  water’s  absorption 
of  cadmium  and  other  heavy  metals  from  metallic 
plumbing.^’^  It  has  also  been  suggested  that  a low  cal- 
cium intake  may  accelerate  the  hypertensiogenic 
effects  of  sodium'  and  it  may  be  possible  that  higher 
sodium  levels  in  soft  water  could  additively  raise  blood 
pressure.  Magnesium  may  be  of  some  importance  for 
the  functioning  of  the  myocardium^  and  magnesium  is 
present  in  very  low  concentrations  in  soft  waters. 
Something  about  soft  water  could  possibly  be  part  of 
the  multifactorial  etiology  of  stroke. 

Two  control  variables  were  also  included  in  this 
study.  These  were  the  number  of  physicians  per  10,000 
population  (chosen  to  assess  whether  or  not  the  dis- 
tribution of  cerebrovascular  disease  mortality  rates 
might  reflect  access  to  care  problems)  and  population 
density  (which  could  indicate  an  urban  or  rural  bias  in 
the  distributions). 

To  test  the  hypotheses  of  association,  Pearson 
product-moment  correlation  coefficients  were  com- 
puted for  the  cerebrovascular  disease  mortality  rates 
and  the  six  independent  variables.  To  measure  mag- 
nitude of  effects,  bivariate  regression  was  performed 
for  statistically  significant  associations. 

RESULTS  AND  DISCUSSION 

The  value  of  the  spatial  autocorrelation  statistic 
Moran’s  I for  the  white  male  cerebrovascular  disease 
mortality  rates  was  .148  which  is  significantly  (p<  .05) 
higher  than  the  expected  value  (if  no  spatial  autocor- 
relation exists)  of  -.02.  For  the  rates  of  the  white 
females  the  value  of  Moran’s  I was  .119  (p  < .05).  These 
values  indicate  that  positive  spatial  autocorrelation  of 


county  cerebrovascular  disease  mortality  rates  exists  in 
North  Dakota,  i.e.,  similar  values  tend  to  appear  in 
clusters.  The  reasons  for  this  type  of  distribution  could 
be  related  to  geographically  variable  factors. 

Correlation  coefficients  for  the  hypothesized 
relationships  are  provided  in  Table  I.  The  largest  co- 
efficient was  that  for  the  male  rates  and  total  water 
hardness,  but  this  inverse  relationship  (r  = - .242)  was 
weak  and  not  statistically  significant.  The  signs  of  the 
correlation  coefficients  for  all  of  the  other  water  factor 
variables  were  correct  with  regard  to  the  hypothesized 
relationships,  but  only  trivial  associations  are  sug- 
gested. 


Table  I 

Correlations  Between  Cerebrovascular  Disease  Mor- 
tality Rates  and  Geographic  Variables  in  the  State  of 
North  Dakota 

Rates'",  White  Rates'",  White 
Males  (N  = 50)  Females  (N  = 50) 


Variable 

r 

r 

Water  Hardness 

-242 

-.117 

Sodium  in  Water 

.066 

.045 

Magnesium  in  Water 

-.180 

-.100 

Langelier’s  Index 

-.171 

-.082 

Physicians/10,000  pop. 

.010 

-.216 

Population  Density  -.086  -.082 

No  significant  coefficients 

"Age-adjusted  county  rates  per  100,000  population  per 

year  for  the  period  1968-1978 


Bivariate  regression  coefficients  (not  shown)  further 
suggest  that  the  changes  in  water  variable  values  have 
miniscule  effects  on  the  mortality  rates.  From  this 
analysis  it  does  not  appear  that  the  water  factor  has  any 
great  explanatory  value  in  assessing  the  geographic 
variation  of  cerebrovascular  disease  mortality  rates  in 
North  Dakota. 

The  two  eontrol  variables,  physicians  per  population 
and  population  density,  also  did  not  exhibit  notable 
relationships  with  the  mortality  rates.  The  weak  inverse 
(r  = -.216)  association  between  female  rates  and  the 
physician  ratio  is  interesting  insofar  as  no  similar 
relationship  existed  for  male  rates.  Perhaps  this  dif- 
ference can  be  partly  attributed  to  North  Dakota 
females  availing  themselves  of  medical  treatment 
(when  accessible)  more  frequently  than  their  male 
counterparts. 

CONCLUSIONS 

It  is  clear  that  county  cerebrovascular  disease  death 
rates  for  white  males  and  females  in  North  Dakota  ex- 
hibit geographic  clustering.  An  attempt  was  made  to 
correlate  these  distributions  with  several  drinking 
water  characteristics,  but  this  analysis  did  not  substan- 
tiate the  water  factor  as  important  in  the  spatial 
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variation  of  mortality  rates.  Physicians  per  population 
and  population  density  were  also  found  to  be  lacking  as 
potential  explanatory  variables. 

It  is  possible  that  some  factor  or  factors  which  vary 
with  geography  may  provide  insight  into  North 
Dakota’s  cerebrovascular  disease  pattern.  Further  re- 
search into  regional  diets,  prevalence  of  diabetes 
mellitus  and  hypertension,  variations  in  regional  al- 
cohol consumption,  and  county  occupational 
structures  may  uncover  better  explanations  than  the 
water  factor. 
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Preadmission  Requirements  for  South  Dakota 

Effective  May  1, 1989 

SDFMC  has  reached  an  agreement  with  the  Health  Care  Financing  Administration 
(HCFA)  of  the  U.S.  Department  of  Health  & Human  Services  to  be  the  physician 
peer  review  organization  for  South  Dakota. 

As  the  peer  review  organization  for  South  Dakota,  SDFMC  is  required  by  the 
Federal  Government  to  perform  certain  Title  18  preadmission/preprocediire 
review  to  ensure  the  procedure  is  performed  in  the  appropriate  setting  and  is  medi- 
cally necessary. 

Effective  with  procedures  performed  May  1, 1989,  preauthorization  is  required  for 
the  following  procedures  whether  they  are  performed  on  an  inpatient  or  outpatient 
basis: 

Cataract  Extraction 

Carotid  Endarterectomy 

Coronary  Artery  Bypass  with  Graft  (CABG) 

Percutaneous  Transluminal  Coronary  Angioplasty 

Complex  Peripheral  Revascularization 

Pacemaker  Insertion 

Bunionectomy 

Hysterectomy 

Laminectomy 

Cholecystectomy 
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Frank  D.  Messner,  MD,  President 
South  Dakota  State  Medical  Association 


National  Health  Insurance  - Is  It 
Around  The  Corner? 

In  the  past  several  months,  I have  noted  several 
references  relating  to  the  need  for  some  type  of 
universal  or  national  health  insurance.  A fairly  exten- 
sive two-part  series  appeared  recently  in  the  New 
England  Journal  of  Medicine.  I am  sure  the  philosophy 
of  a medical  journal  from  Massachusetts  is  probably  not 
supported  by  a majority  of  physicians  throughout  the 
country,  but  when  a prominent  medical  journal  be- 
comes a proponent  of  a national  health  system  or 
insurance,  I am  sure  many  politicians  take  immediate 
attention.  Also  considering  the  difficulty  that  Congress 
finds  in  paying  its  share  of  medical  costs,  I think  a great 
many  members  of  Congress  could  readily  support  some 
type  of  national  health  insurance.  This  is  a great  oppor- 
tunity for  Congress  to  ration  health  care  under  the 
disguise  of  doing  something  for  everyone. 

It  is  estimated  that  35  million  Americans  have  no 
health  insurance.  This  is  certainly  a major  problem  and 
embarrassment  for  the  richest  country  in  the  world,  and 
the  one  that  spends  more  on  health  care  than  any  other 
country. 

Why  is  there  this  sudden  resurgence  of  interest  for  a 
national  health  insurance?  The  answer  is  simple  and 
obvious.  Health  care  in  America  is  no  longer  afford- 
able. The  average  American  or  his  company  is  not  able 
or  willing  to  spend  the  money  for  ever  increasing  health 


care  premiums  that  are  now  demanded.  The  manage- 
ment of  most  private  industry  throughout  the  country 
has  usually  supported  a free  enterprise  system  in 
medicine;  however  they  are  now  beginning  to  express 
the  need  for  some  type  of  national  or  universal  system 
that  limits  their  liability  and  expense  in  regards  to  their 
health  care  dollars. 

Unless  there  is  a dramatic  change  in  the  cost  of 
health  care,  which  would  seem  virtually  impossible,  I 
see  some  type  of  action  by  Congress  in  the  not  to  dis- 
tant future. 

Is  there  anything  we  can  do  to  change  the  chances  of 
having  a national  health  insurance?  I seriously  doubt 
this  is  possible.  The  American  public’s  demand  for 
rapid,  high  quality,  and  high  technology  medical  care 
will  not  change  unless  mandated  by  public  policy.  I also 
doubt  physicians  will  change  the  way  they  practice  un- 
less this  is  forced  upon  them  with  either  budget 
restrictions  or  national  mandates.  So  considering  the 
present  cost  and  inflation  built  into  the  medical  care  of 
America,  I can  see  little  chance  that  some  type  of  na- 
tional health  insurance  will  not  be  coming  into  reality. 
It  is  somewhat  ironic  that  at  the  same  time  we  are  begin- 
ning to  look  at  a national  health  insurance,  the  British 
are  now  beginning  to  pass  legislation  that  brings  them 
back  more  towards  the  free  enterprise  system.  I am 
sure  that  if  some  type  of  a national  health  insurance 
does  pass  it  is  obviously  a way  to  ration  health  care  and 
limit  total  expenditures.  As  usual,  the  federal  govern- 
ment will  promise  the  American  people  total  care  and 
then  expect  the  physician  to  ration  that  care  the  best 
way  that  is  possible.  This  makes  the  physician  the  one 
responsible  for  limited  care  in  the  eye  of  the  public. 

I doubt  there  is  little  we  can  do  to  stop  the  process; 
however,  we  surely  can  influence  the  direction  that  any 
type  of  national  program  would  take.  I would  assume 
when  proposals  are  made  they  would  vary  mostly  be- 
tween some  type  of  modified  socialistic  system 
somewhere  between  Canadian  and  English  systems,  or 
hopefully  some  type  of  voucher  system  based  on  fami- 
ly income  that  allows  the  free  choice  of  physician  and 
health  care  plan  for  each  individual.  I believe  we  must 
try  hard  to  maintain  some  type  of  free  enterprise  sys- 
tem allowing  the  patient  to  choose  his  physician  and 
also  have  a choice  of  several  different  types  of  health 
insurance  coverage  that  are  appropriate  for  him  and  his 
family.  # 
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May  we  be 
of  service? 

Our  Professional  Relations 
Department  would  be  happy  to 
instruct  new  insurance  clerks  in 
proper  claim  filing  procedures. 

We  also  have  free  educational 
pamphlets  on  Alcohol  and  Drug  Abuse 
which  can  be  used  in  your  waiting  room 
or  given  to  interested  persons  in 
your  community. 

May  we  help  you? 

* Registered  Service  Mark  of  the  Blue  Cross  Blue  Shield  Association. 
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Tom  Dunn 

1601  West  Madison  Street 
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Negatrends  in  Health  Care 

Winston  B.  Odiand,  MD,  FACS 
Aberdeen,  SD 

When  dad  says  no  allowance,  it  means  tightening 
the  belt  or  go  without.  When  the  major  finan- 
cier of  health  services  says  no  more  open  end 
reimbursement,  announces  mandatory  decreases  in 
utilization  in  spite  of  political  trauma,  it  means  the  end 
is  near  for  profitability  in  health  care  for  many  segments 
of  the  industry. 

Ahead  is  a predictable  migration  backward  into 
small  budget,  decreased  administration  and  diminish- 
ing revenues  for  almost  all  segments  of  health  care 
particularly  for  hospitals.  It  does  not  require  a man  of 
vision  to  see  this  coming;  in  fact,  even  a man  of  no  vision 
could  see  it.  Blind  that  is  to  negatrends  in  health  care. 

This  commentary  on  health  care  trends  is  based  on 
personal  observation  and  current  literature.  The  com- 
mentary will  reflect  on  current  changes  and  coming 
changes  which  will  affect  the  form  and  economics  of 
health  care  as  well  as  its  organization  and  culture. 

The  medicare  experience  took  twenty  years  longer 
than  necessary  to  face  the  proposition  that  lobbyists  for 
cost  or  cost  plus  reimbursement  were  not  only  vastly 
wrong  but  immensely  inflationary  for  medical  expenses. 
Fired  by  the  increasing  age  of  the  population  and  the 
fanatic  proliferation  of  technology  near  bankruptcy  of 
the  health  care  industry  is  evolving.  Rapidly  coming  is 
the  time  when  the  family  of  the  better  than  average 
working  man  or  woman  will  negate  the  double  digit  rate 
increases  for  health  care  plans  by  opting  for  roof  and 
food,  letting  reimbursement  of  health  care  go  search- 
ing. 

Abdication  of  the  role  of  major  financier  of  health 
care  by  the  federal  government  has  taught  lessons  of 
economy  of  another  great  scale  in  the  private  sector. 
Lessons  in  cost  cutting  and  cost  shifting  demonstrated 
by  the  efforts  of  Uncle  Sam  in  this  area  awakens  the 
private  health  sector  to  the  reality  and  the  ability  to 
achieve  their  cuts  in  cost  of  reimbursement  striving  to 
stay  in  the  business.  Prominently  noticed  are  the  public 
stockholding  companies  conscious  of  the  falling  graphs 
and  charts  and  dropping  values  of  assets  and  aspiration 
of  more  of  the  same.  "Privatization"  of  prior  "gone 
public"  megaliths  of  health  care  is  an  early  move  toward 
what  could  be  oblivion  of  this  vehicle  of  health  care 
delivery. 

Confusion  reigns  in  the  general  view  of  the  public 
regarding  the  terminology  "non-profit"  indicating  to  the 
public  some  softening  of  revenue  garnering  for 
charitable  or  other  noble  purpose.  They  (the  public) 
are  learning  that  the  definition  of  "not  for  profit"  is  a tax 


identification  and  further  that  methodology  of  the  con- 
duct of  business  is  the  same  as  for  their  "for  profit" 
competitors.  It  causes  knowledge  to  spread  directing 
the  search  for  value. 

The  mythical  stratagem  of  healthfulness  and  long  life 
in  self  effacing,  self  reproducing  technology  becomes 
slightly  more  plausible  than  the  fountain  of  youth,  but 
even  so  the  knowledgeable  public  will  not  drink  of  it 
when  faced  with  the  costs  associated. 

Managed  care  companies  will  decrease  in  number 
and  profitability  as  standards  for  medical  appropriate- 
ness become  instituted  by  medical  organizations  and 
disseminated  through  the  industry.  Specifically  ad- 
dressed at  this  time  are  the  RBRVS  (Resource  Based 
Relative  Value  Study),  the  CPR  (Customary  Prevailing 
and  Reasonable),  PRO  (Peer  Review  Organization) 
and  the  federal  programs  for  DRG’s  (physician  based 
Diagnosis  Related  Groupings).  Protocols  of  medicine, 
parameters  or  guidelines  for  care  which  are  measurable 
will  become  the  peer  review  point  of  entry.  With  stand- 
ards in  place  and  roles  identified  the  health  care 
providers,  doctors  and  others  alike  will  experience 
retrospective  denials  of  services  and  technologies  not 
directly  supportive  of  the  diagnosis  and  outcome.  The 
burden  will  not  fall  upon  the  planholder  who  has  given 
a large  portion  of  the  paycheck,  but  will  fall  heavily  on 
the  provider.  Lessons  are  learned  fast  in  this  environ- 
ment. The  major  elimination  of  wasteful  medical  goods 
and  services  will  have  been  achieved  in  a short  time, 
however,  leaving  loss  of  revenue  to  the  marketers  of 
these  products. 

We  reach  out,  grab  the  reins  of  a wooden  horse  and 
ride  this  merry-go-round  until  the  tickets  are  spent.  As 
we  go  we  work  through  each  problem  trying  always  to 
anticipate  the  issues  which  are  crisis  bound.  Physicians 
and  patients,  providers  of  all  kinds,  intermediaries, 
employers,  legislators  all  together  drawing  the  line  be- 
tween good  judgment  and  uninformed  authority. 

There  is  a way  to  form  a health  care  delivery  system 
safe  and  satisfying  for  all  of  its  elements  just  short  of 
utopia. 

The  federal  government  will  buy  back  into  the 
economically  impaired  health  industry  in  an  unprece- 
dented style  with  greater  promises,  greater 
expenditures  and  greater  regulation  resulting  in  greater 
problems  with  affordability  and  availability  of  quality 
health  care. 

Health  care  administrators  and  entrepreneurs  will 
leave  the  health  industry  in  search  of  greener  grass,  but 
what  else  can  industrial  psychologists  do?  Many  will  be 
employed  by  HHS  (Health  and  Human  Services). 

And  now  for  the  job  at  hand  both  as  providers  and 
as  members  of  a health  care  reimbursement  plan,  our 
commitment  and  goal  is  to  deliver  the  best  quality  of 
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health  care  for  the  dollar,  minimize  administrative  ex- 
pense and  employ  effective  cost  containment  systems. 
This  is  a very  large  order  calling  for  communications  al- 
most to  the  point  of  being  futuristic  but  realistic  and 
rational.  It  calls  for  flexibilities  while  avoiding  the  pit- 
falls  of  mistakes  made  elsewhere.  It  calls  for  proper 
language  and  understanding  of  all  our  constituents  and 
associates.  Considering  the  United  States  expends  550 
billion  dollars  annually  for  health  care  we  ought  to  be 
able  to  get  the  job  done  right  with  this  amount  or  less 
expended  # 


3rd  Annual 
"Go  to  th«i  DevU" 

(Devil’s  Tower) 

With  the  Lung  Association 
Blo^cle  Trek 
May  5-7, 1989 

Bicycle  (he  northern  Black  iJiUst 

Contact: 

SOUTH  DAKOTA  LUNG  ASSOCIATION 
208  East  13th  Street 
Sioux  Falls,  SD  57102 


The  ChemPro  500  gives  you  precise  and  accurate 
results  from  whole  blood  in  seconds. 

So  you  get  answers  when  you  need  them-while  your 
patient  is  in  the  office. 

Electrolyte  Profile  (K''",  Na"^,  CT,  pH) 

Ion  Profile  (K^,  Na^,  Ca"'’ pH) 

Potassium,  BUN/Glucose,  HgB/Hct 
Glucose/Potassium,  Glucose,  BUN 
To  Learn  more  about  the  ChemPro  500  system  or  to 
see  a demonstration  contact: 

KREISERS  INC 

1 220  S.  Minnesota  Ave.  1 723  Geneva  219  Omaha  St.  1 724  8th  Ave.  M. 
Sioux  falls.  SD  Sioux  City.  Iowa  Rapid  City.  SD  Billings.  MT 

605/33&II55  712/252-0505  605/342-2773  406/252-9309 
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Roy  G.  Burt,  MD,  Vice  President 

Jerry  L.  Simmons,  MD,  Secretary-Treasurer 


12 


SOUTH  DAKOTA 


* * 


Editorial 


\r 


S..v>NX 


The  Emperor’s  Choice 

Richard  P.  Holm,  MD 

Member,  Editorial  Committee,  SDJM 

Brookings,  SD 

Emperor  Hirohito  was  dying  from  cancer  and  never 
knew  it.  His  doctors  and  family  knew  it  for  16 
months  and  never  told  him. 

This  protection  from  the  "sad  truth"  represents  a 
style  of  medicine  that  began  in  ancient  Greece  and  still 
dominates  in  many  countries.  His  dying  in  ignorance 
provides  a contrast  to  the  "new"  medical  ethic  in 
America. 

In  Japan,  physicians  learn  of  the  principle  of  "loving 
kindness"  the  same  as  the  traditional  "beneficence" 
ethic  of  Hippocrates.  For  the  intended  purpose  of  al- 
lowing hope  and  avoiding  depression,  patients  are  not 
always  told  the  truth.  In  defense,  the  Japanese  say  the 
patient  will  then  be  better  able  to  fight  off  the  illness. 

This  paternalistic  doctor-as-father  "I  will  decide  for 
you  what  is  best"  method  was  brought  to  light  in  a recent 
Newsweek  article  (Jan.  23,  page  61).  Until  25  years  ago, 
this  was  the  way  in  the  U.S.A.  Then  something  hap- 
pened on  this  side  of  the  Pacific. 

The  threat  of  "malpractice  lawsuits"  has  convinced 
modern  American  physicians  about  the  importance  of 
the  shared  decision.  Informed  consent  and  an 
individual’s  "right  of  information"  have  become  reality. 
And,  Americans  in  general  want  to  know  the  whole 
story.  What’s  more,  there  is  good  scientific  evidence 
which  shows  psychological  harm  in  non-disclosure  — in 
not  knowing.  "Autonomy"  (respect  for  freedom  of 
choice)  is  the  new  medical  ethic  sitting  right  up  there 
next  to  the  tradition  created  by  Hippocrates  (diminish 
suffering-enhance  health). 

It  is  appropriate  that  this  country  should  lead  the 
world  in  protecting  patient’s  rights.  As  you  know,  we 
have  a tradition  in  America  for  holding  dear  to  the 
freedom  of  choice.  But  all  this  freedom  comes  with  a 
pretty  high  price  tag.  It  comes  with  the  litigation  threat, 
malpractice  insurance,  sky  rocketing  cost  of  health  care 
and  health  insurance.  Another  price  of  freedom  is 
sometimes  having  to  face  the  harsh  reality  of  truth. 

But  to  have  knowledge  is  not  to  be  without  hope. 
(That  is  another  story.)  A quality  physician  will  still  ful- 
fill a "parental"  role  when  the  situation  calls  for  it.  More 
could  be  said  about  that  and  the  Living  Will  issue  too, 
which  all  tie  together  with  this  topic.  But,  that  must  be 
left  for  another  day. 


^Reprinted  from  The  Brookings  Daily  Register,  Brookings, 
SD;  February  1, 1989. 


Back  to  the  original  point:  In  Japan,  physicians  still 
operate  under  the  traditional  ethic  of  deciding  for  the 
patient.  In  America,  most  physicians  now  provide  first 
from  the  standpoint  that  each  person  should  always 
have  the  freedom  of  self-determination  so  long  as 
he/she  has  the  mental  capacity  to  understand  the 
choice. 

No  one  should  ever  take  that  away,  certainly  not  the 
physician,  not  even  the  closest  family  members  — no 
matter  all  the  "earing  kindness"  intentions. 

The  value  of  our  humanness,  even  putting  us  above 
emperors,  is  so  much  a part  of  our  ability  to  choose.  # 


The  Dodson  Dividend  Plan 


Members  of  SDSMA 
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31.79%  in  1987. 
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Let  our  Plan  work  for  you,  too! 

1-800-825-3760 

Ext.  2990 


underwritten.  Casualty  Reciprocal  Exchange 
member  Dodson  Group 


9201  State  Line  Rd.  • Kansas  City,  MO  64114 
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APRESCMPTION 

FORPimiCIANS 

BOTHERED  BY:  — 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 


CAPT  GREGORY  HANELINE 
402-551-0928 

STATION  TO  STATION  COLLECT 


University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education,  service 
and  research  for  South  Dakotans" 


Crusted  Scabies:  A Case  Report  and  Review 
of  the  Literature 

Immunosuppressed  and/or  debilitated  patients  are  susceptible  to  massive  scabies  infestation  which 
may  present  with  minimal  symptoms. 

Eric  Lang,  MS  FV^ 

Donald  W.  Humphreys,  MD^ 

Mary  Jo  Jaqua-Stewart,  Ph.D^ 


ABSTRACT 

Crusted  (Norwegian)  scabies,  a highly  contagious  variant  of  classical  scabies,  has  traditionally  been  associated 
with  mentally  retarded  and  physically  debilitated  patients.  Recent  reports  have  increasingly  linked  scabies  with 
immunosuppression,  as  in  acquired  immunodeficiency  syndrome  (AIDS)  and  in  transplant  recipients.  Lesions 
may  mimic  those  of  a wide  variety  of  skin  diseases. 

The  patient  presented  is  a 41-year  old  male  with  signs  of  systemic  illness  and  atypical  dermatitis.  This  case  il- 
lustrates the  pitfalls  in  recognition  of  crusted  scabies  and  the  importance  of  rapid  diagnosis.  Diagnostic  tech- 
nique and  treatment  are  briefly  reviewed. 


INTRODUCTION 

Crusted  scabies  was  first  described  by  Danielsson 
and  Boeck  in  1848  in  patients  with  Hansen’s  dis- 
ease. This  unusual  form  of  infestation  with  the  itch 
mite,  Sarcoptes  scabiei  involves  hundreds  to  thousands 
of  organisms  in  contrast  to  traditional  scabies,  in  which 
an  average  of  11  adult  mites  maybe  present  in  the  skin.*^ 
Atypical  scabies  most  commonly  manifests  with  hyper- 
keratotic  crusted  plaques  and  scaling;  burrows  are 
usually  not  seen.  Pruritus  may  be  mild  or  absent. 

We  present  a case  in  which  a severe  scabies  infesta- 
tion was  masked  by  underlying  disease. 

CASE  REPORT 

A 41-year  old  white  man  was  admitted  to  the  Sioux  Falls 
VAMC  on  7/27/88  for  alcohol  detoxification  after  being 
found  semi-conscious  under  a table  by  a relative.  Past  his- 
tory included  long-term  alcohol  abuse,  chronic  pancreatitis 


^Fourth-year  student,  USD  School  of  Med.  MD  awarded 
May  13, 1989.  First-year  resident  in  pathology  at  U.  of  Ken- 
tucky, AB  Chandler  Med.  Ctr.,  Lexington,  KY. 

^Professor  of  Internal  Medicine,  USD  School  of  Medicine; 
Head  of  Infectious  Diseases,  Sioux  Falls,  SD. 

^Chief  Microbiologist,  VAMC;  Associate  Professor  of 
Laboratory  Medicine/Internal  Medicine,  USD  School  of 
Medicine,  Sioux  Falls,  SD. 


and  chronic  hepatitis.  On  admission  the  patient  was  com- 
bative and  disoriented.  A left  lower  lobe  infiltrate  was  noted 
and  prompted  initiation  of  a course  of  IV  antibiotic  therapy 
for  what  proved  to  be  a gram-negative  pneumonia.  On  7/31, 
a rash  was  noted.  This  was  ascribed  to  gentamicin;  however, 
discontinuation  of  the  drug  did  not  halt  spread  of  the  erup- 
tion and  associated  mild  pruritus. 

When  examined,  on  8/3/88,  he  appeared  as  a confused, 
emaciated  male  of  5’9"  and  106  lbs  who  reported  an  inter- 
mittently pruritic  rash  for  the  past  eight  months.  An 
extensive  erythematous  maculopapular  rash  was  noted  over 
the  extremities,  with  scattered  lesions  on  the  trunk  and  in 
the  inguinal  area.  There  were  a few  excoriated  areas.  Ex- 
tensive hyperkeratosis  and  scaling  were  noted  on  the  palms. 
There  was  mild  hepatomegaly  and  icterus.  Skin  scrapings 
taken  from  the  left  lateral  thigh  and  palm  yielded  an  adult 
scabies  mite,  multiple  eggs  and  fecal  pellets.  (Figures  1&2) 

Pertinent  laboratory  Findings  included:  albumin  2.2 
mg/dl  (3.S-5.5),  bilirubin  3.8  mg/dl  (0_3-1.0),  and  alkaline 
phosphatase  513  lU/L  (21-91).  VDRL  was  non-reactive. 
Hepatitis  B surface  antigen  was  negative  as  were  anti-sur- 
face and  core  antibodies.  ELISA  for  HIV  was  negative. 
There  was  a peak  eosinophilia  of  9 percent.  Quantitative 
serum  immunoglobulins  showed  an  elevated  IgA  at  1040 
mg/dl  (90-450)  and  normal  levels  of  IgM  and  IgG. 

Treatment  consisted  of  three  applications  of  1 percent 
lindane  body  lotion  and  shampoo  at  one-week  intervals. 
While  the  patient  continued  to  report  variable  pruritus  for 
a two-week  period  following  therapy,  the  skin  lesions  slowly 
cleared  and  subsequent  scrapings  for  scabies  mites  and  eggs 
were  negative. 
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DISCUSSION 

This  case  illustrates  some  of  the  factors  which 
hamper  an  early  diagnosis  of  crusted  scabies.  Drug 
eruptions  may  mimic  this  disorder-/^  the  presence  of 
underlying  disease  capable  of  causing  pruritus  (in  this 
case  apparent  cholestasis)  may  cause  confusion. 
Scabies  has  traditionally  been  known  as  a "great  im- 
itator".^ The  differential  diagnosis  includes  contact 
dermatitis,  impetigo,  papular  urticaria,  syphilis,  vas- 
culitis, and  a number  of  other  conditions.^  The  nodular 
form  of  scabies  has  been  diagnosed  as  histiocytosis  X 
and  lymphoma.^  A case  of  atypical  scabies  in  a patient 
with  acquired  immunodeficiency  syndrome  (AIDS) 
was  initially  thought  to  represent  Kaposi’s  sarcoma.^ 

The  list  of  diseases  and  clinical  situations  compli- 
cated by  crusted  scabies  continues  to  grow.  It  has  been 
associated  with  diabetes,  renal  and  bone  marrow 
transplantation,  leukemia,  syringomyelia,  tabes  dorsalis 
and  Down’s  syndrome.^  Several  reports  have  linked 
severe  infestations  with  the  use  of  topical  cor- 
ticosteroids.^ It  has  been  postulated  that  in  patients 
with  crusted  scabies  impaired  cutaneous  sensation  and 
lack  of  inflamation  due  to  deficient  cell-mediated  im- 
munity both  serve  to  limit  scratching  which  normally 
helps  keep  infestations  in  check.^"*  Decreased  levels  of 
IgA  and  increases  in  IgE,  IgG  and  IgM  have  been 
reported.^^  Peripheral  eosinophilia  may  or  may  not  be 
present;  eosinophils  have  been  reported  as  high  as  50 
percent  of  peripheral  white  cells  on  differential  count.^^ 

DIAGNOSIS 

Diagnosis  of  the  traditional  form  of  scabies  has  long 
rested  on  the  finding  of  erythematous  papules  or  the 
pathognomonic  burrow  which  appears  as  a short,  wavy 
line  on  the  skin.  These  lesions  are  most  often  located 
on  the  webs  or  sides  of  fingers,  the  wrists,  about  the  um- 
bilicus and  genitalia  and  in  intertriginous  areas.  Intense 
pruritus  and  consequent  excoriation  of  lesions  are  typi- 
cal. In  contrast,  the  patient  with  the  nodular  variant  of 
scabies  may  present  with  reddish-brown  nodules  on 
covered  parts  of  the  body.^  In  this  form  of  scabies  hy- 
perkeratotic  erythematous  crusted  plaques  are 
commonly  found  on  the  hands  and  feet,  with  pruritus 
often  being  minimal  or  absent;  however,  an  eruption 
with  fissuring  and  subungual  involvement  may  spread 
widely  over  the  entire  body. 

Specimens  of  the  scabies  mite,  eggs  or  scybala  (bar- 
rel-shaped brown  fecal  pellets)  maybe  obtained  by  skin 
scrapings  of  burrows  or  nonexcoriated  papules 
(Figures  1 & 2).  One  technique  involves  placing  a drop 
of  mineral  oil  upon  the  lesion  and  scraping  several  times 
with  a sterile  scalpel  blade.  The  scrapings  are  then 
placed  on  a glass  slide  (10  percent  KOH  may  be  added 


Photomicrographs  courtesy  of  Jerry  Simmons,  MD,  Profes- 
sor of  Lab.  Med.,  USDSM  & Chief  of  Laboratory  Services, 
VAMC,  Sioux  Falls. 


Figure  1 


S.  scabiei  eggs  and  fecal  pellets  (XlOO). 


Figure  2 

Adult  scabies  mite  (XlOO). 


to  dissolve  debris)  and  viewed  by  light  microscopy. 
Punch  biopsy  may  also  reveal  the  mite. 

TREATMENT 

Treatment  is  controversial.  Lindane  is  generally 
considered  to  be  the  most  effective  agent  and  is  applied 
as  a lotion  or  cream,  left  in  place  for  6 to  12  hours  and 
then  washed  away.  A second  application  may  be 
employed  one  week  later,  particularly  in  severe  infesta- 
tions. It  is  necessary  to  treat  the  entire  skin  surface 
from  the  neck  down.  Keratolytic  agents  may  facilitate 
treatment.  Use  of  a lindane-containing  shampoo  is  not 
generally  thought  to  be  necessary.  Antihistamines  or 
topical  steroids  may  be  used  to  relieve  itching,  which 
may  continue  for  weeks  following  successful  therapy. 
Many  practitioners  avoid  lindane  in  young  children  and 
pregnant  or  nursing  mothers  in  favor  of  preparations 
such  as  precipitated  sulfur  in  petrolatum.  However,  the 
efficacy  and  safety  of  alternative  drugs  have  recently 
been  called  into  question.^  Relatives  and  other  close 
contacts  of  patients  should  also  be  treated,  since  infec- 
tion may  be  asymptomatic  for  up  to  two  months. 
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Failure  to  promptly  identify  and  treat  scabies  can  be 
particularly  damaging  in  the  hospital  or  nursing  home 
setting.  Numerous  outbreaks  have  been  traced  to  a 
single  individual  with  crusted  scabies.^’*  In  a 1981 
episode,  20  members  of  the  staff  of  a community  hospi- 
tal in  Chariton,  Iowa  developed  symptomatic  scabies. 
In  the  present  instance  no  additional  cases  of  scabies 
were  identified  at  the  Sioux  Falls  VAMC;  however,  at 
least  41  persons  requested  prophylactic  lindane  treat- 
ment. 

SUMMARY 

The  possibility  of  scabies  should  be  considered  in 
patients  who  are  mentally  impaired,  physically 
debilitated  and/or  immunosuppressed  and  with  derm- 
atoses. Typical  lesions  include  crusted  hyperkeratotic 
plaques,  often  appearing  on  but  not  limited  to  the  hands 
and  feet.  Pruritus  ranges  from  variable  to  absent. 
Prompt  recognition  and  treatment  can  prevent  a 
widespread  outbreak  in  which  hospital  staff  and 
patients  are  at  risk. 
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Family  Practice 

Rural  community,  located  in  the 
heart  of  the  Black  Hills  of  South 
Dakota,  is  seeking  a Board  Certified 
Family  Practice  physician.  Fully 
equipped  clinic  space  available. 
Income  guarantee  provided.  For 
more  information  contact: 

Rebecca  L.  Cooper 
Administrator 

Custer  Community  Hospital,  Inc. 
1039  Montgomery  Street 
Custer,  SD  57730 
Phone:  (605)  673-2229 


Family  Practice  - BE/BC 

to  join  established  practice  of 
obstetrician  and  family 
practitioner.  For  progressive 
community  in  Northwest  Missouri 
with  State  University.  Excellent 
JCAHO  hospital  facilities.  Good 
physician  complement  available 
with  subspecialty  representation. 

Contact: 

Martin  Goedken,  Vice  President 
St.  Francis  Hospital 
2016  South  Main  Street 
Maryville,  MO  64468-2693 
Call: 

816/562-2600 


SURGEON 

OPPORTUNITY 

Immediate  opening  for  General  Surgeon 
in  Rural  Nebraska,  Board  Certified  or 
Board  Eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great 
Hunting  and  Fishing. 

Contact: 

Wallace  & Panzer,  MD,  PC 
807  North  Ash 
Gordon,  Nebraska  69343 


Internist  - BE/BC 

for  progressive  community  in 
Northwest  Missouri  with  State 
University.  Solo  or  Join  established 
internist.  Excellent  JCAHO 
hospital  facilities  including  CT 
scanning,  ultrasound,  nuclear 
medicine,  doppler  studies, 
endoscopies,  cardiac  stress  testing, 
bolter  monitor.  Good  physician 
complement  available  with 
subspecialty  representation. 

Contact: 

Martin  Goedken,  Vice  President 
St.  Francis  Hospital 
2016  South  Main  Street 
Maryville,  MO  64468-2693 
Call: 

816/562-2600 
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Ik  This  Is  Your  Medical  Association 


Dr.  Roscoe  Dean,  Wessington  Springs,  received  a gold 
medallion  from  Governor  and  Mrs.  George  Mickelson 
and  the  Aid  Association  for  Lutherans  for  his 
outstanding  volunteer  contributions.  Dr.  Dean  is 
participating  in  the  Centennial  celebration  as 
developer  and  coordinator  of  the  Centennial  Wagon 
Train  activities.  The  award  was  presented  at  the 
Governor’s  Neighbor  Helping  Neighbor  Recognition 
Banquet  in  Pierre. 

It:  * DC  * * 

Dr.  Raymond  Nemer,  Gregory,  was  reappointed  by 
Governor  Mickelson  to  the  South  Dakota  Board  of 
Charities  and  Corrections. 

C.  C.  Lardinois,  MD,  of  Huron,  was  the  recipient  of  the 
Distinguished  Governor  Award  at  the  fall  Sertoma 
District  Conference  held  in  Yankton. 


Robert  David  Rieth,  MD,  Rapid  City,  died  recently 
in  Rapid  City,  at  the  age  of  56.  He  was  born  in  1932 
in  Omaha,  Nebraska.  He  was  raised  in  Omaha  and 
graduated  from  the  University  of  Nebraska  College 
of  Medicine. 

He  married  Blanche  Altman  in  1954,  in  Santa  Bar- 
bara, Calif. 

He  received  his  speciality  training  in  physical 
medicine  and  rehabilitation  at  Letterman  General 
Hospital  in  San  Francisco.  After  becoming  board 
certified.  Dr.  Rieth  and  family  moved  to  Ther- 
mopolis,  Wyo.,  where  he  was  the  medical  director  of 
the  Gottsche  Rehabilitation  Center.  In  1978,  they 
moved  to  Rapid  City,  where  Dr.  Rieth  was  medical 
director  of  the  Black  Hills  Rehabilitation  Hospital 
until  the  time  of  his  death. 

He  was  an  adjunct  associate  professor  at  the  South 
Dakota  School  of  Mines  & Technology  and  a mem- 
ber of  the  clinical  faculty  of  the  South  Dakota  School 
of  Medicine. 

Survivors  include  his  wife;  four  sons,  Jeffrey  of 
Torrance,  Calif.,  Nathan  of  Beltsville,  Md.,  Damon 
of  Rapid  City  and  Matthew  of  Sioux  Falls;  four 
daughters,  Lorraine  Ptacek  of  Evanston,  111., 
Stephanie  Fee  of  Quincy,  111.,  Emily  and  Jennifer, 
both  of  Rapid  City;  his  mother,  Marjorie  Militizer  of 
St.  Petersburg,  Fla;  one  brother.  Dr.  George  Rieth  of 
St.  Petersburg,  Fla;  two  sisters,  Mary  Gray  of 
Alameda,  Calif,  and  Susie  Shaddy  of  Omaha,  Neb; 
and  one  grandson. 


Dr.  Sophie  Marrs  Schmidt,  an  internal  medicine 
resident  in  Sioux  Falls,  has  been  recognized  by  the 
AMA  for  her  work  with  South  Dakota  Urban  Health, 
Inc.,  a nonprofit  organization  which  provides  health 
care  to  urban  Indians.  Dr.  Schmidt  was  one  of  the 
twenty  five  residents  to  become  the  first  honorees  of  the 
AMA/Burroughs  Wellcome  Leadership  Program  for 
Resident  Physicians. 

Dr.  J.  Stanley  Devick,  of  Colton,  has  retired  from  active 
practice.  He  is  a native  of  Colton  and  has  practiced 
there  for  almost  38  years.  Dr.  Devick  received  his 
medical  degree  from  the  Marquette  University  in 
Milwaukee,  Wise,  in  1950,  and  completed  an  internship 
in  St.  Paul,  Minn,  in  1951. 

He  plans  to  travel  and  to  devote  more  time  to  his 
woodworking.  He  hopes  to  visit  Norway,  where  he  has 
relatives 

Governor  Mickelson  recently  appointed  Dr.  A.  J. 
Tieszen,  of  Pierre,  to  the  State  Board  of  Examiners  for 
Nursing  Home  Administrators. 

Three  faculty  members  from  the  University  of  South 
Dakota  School  of  Medicine  have  received  new 
appointments.  Dr.  David  Munson,  a faculty  member 
at  the  school  since  1983,  was  appointed  medical 
director  of  the  newborn  intensive  care  unit  at  Sioux 
Valley  Hospital,  Sioux  Falls. 

Dr.  Lawrence  Wellman,  associate  professor  of 
pediatrics  since  1978,  was  appointed  vice  chairman  of 
the  School’s  pediatric  department;  and  Dr.  Dennis 
Stevens,  also  associate  professor  of  pediatrics,  will 
oversee  the  neonatal/perinatal  medicine  section  at  the 
school.  Dr.  Stevens  has  been  at  the  school  since  1980. 
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Eric  Mueller,  MD  retired  after  28  years  of  practicing 
medicine  in  Tripp.  Dr.  Mueller  is  a native  of  Krefeld, 
Germany  and  received  his  medical  education  at  the 
University  of  Hamburg,  graduating  in  1951.  He 
completed  his  internship  in  New  York  in  1959.  He  and 
his  wife,  Hannele,  have  a winter  home  in  Mexico,  where 
they  are  spending  this  winter  and  probably  many  more. 

***** 

Manuel  D.  Ramos,  MD,  a board  certified  surgeon,  has 
recently  been  honored  by  the  Landmann-Jungman 
Memorial  Hospital  in  Scotland  for  15  years  of  service 
on  their  medical  staff. 


^ :|e 

Governor  George  Mickelson  announced  the 
establishment  of  the  South  Dakota  Office  of  Rural 
Health  Development.  The  office  will  have  locations  at 
the  Health  Department  in  Pierre  and  at  the  Medical 
School  in  Sioux  Falls.  It  will  be  under  the  leadership  of 
a full-time  physician  director.  Katherine  Kinsman, 
Secretary  of  Health,  and  Robert  C.  Talley,  MD,  Dean 
of  the  USD  School  of  Medicine,  will  oversee  the  office. 
They  will  be  assisted  by  a Rural  Health  Advisory 
Council,  which  will  replace  the  Primary  Care  Advisory 
Council  appointed  by  Governor  Mickelson  in  1987. 


Lake  Shore  Property 
For  Sale 

RICHMOND  LAKE,  Aberdeen,  S.D., 
1/2  mile  shore  frontage  on  deep  water; 
southern  exposure;  platted;  county  road; 
WEB  water;  REA. 

Contact: 

G.  Schaunaman 
PO  Box  2428 
Vista,  CA  92083 
Phone:  (619)  727-1463 


ARAFATE' 


^-^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  Howevei; 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  dnjgs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastnc  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  assooated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  suaaffate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 (X)  (NDC  0088- 1712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other  Issued  1/87 


Reference: 

1 . Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1 987:9(4):395-399. 
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Cara£at€  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is 


ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 


Carafate: 


therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


Parafate 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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I out  of  2 teens  in  America  has  taken  drugs 
1 out  of  2 parents  doesn^t  see  it. 


See,  the  Washingtons  think  it’s 
the  Smith  kid.  The  Smiths  think 
it’s  the  Sanchez  kid.  Maybe  the 
Sanchezes  think  it’s  your  kid. 

Maybe  it  is  yom?  kid. 

Find  out.  Thlk  to  your  kids.  Tell  ’em 
the  dangers  of  drugs.  Tell  ’em 
how  to  handle  peer  pressure. 


Tell  ’em  you  care.  It’s  not  easy.  But 
I can  help.  So  write  me,  McGruff, 
BO.  Box  362,  Washington,  D.C. 
20044. 

Don’t  let  your  kids  take  a powder. 
Or  anything  else. 

Together,  we  can  help  Tkke  a Bite 
out  of  Crime. 


TAKE  A BITE  OUT  OF 


A message  from  the  Crime  Prevention  Co;iliiion.  the  US  Ueparimeru  of  Just  ice.  and  the  Advertising  Council  1988  National  Crime  Prevention  Council 


--  Auxiliary  News 


Jacquelyn  Gunnarson,  President,  South  Dakota  State 
Medical  Association  Auxiliary 


Understanding  Others....By  Under- 
standing Yourself 

Just  as  each  of  our  thumbprints  are  uniquely  dif- 
ferent... we  are  also  born  with  our  own  set  of  strengths 
and  weaknesses.  Circumstances,  IQ,  nationality, 
economics,  environment,  and  parental-influence  can 
mold  personalities. ..but  the  basic  temperament  under- 
neath remains  the  same.  We  need  to  examine  these 
strengths  and  weaknesses  and  learn  how  to  "accentuate 
the  positive  and  eliminate  the  negative".  Once  we  begin 
to  understand  ourselves  and  stop  trying  to  "shape-up 
others",  we  can  open  our  own  hearts  to  change.  When 
we  begin  to  realize  that  others  may  be  different  and  yet 
not  wrong.. .then  our  relationships  can  improve. 

Hippocrates,  the  Greek  physician,  who  lived  400 
years  before  Christ,  has  been  called  "the  father  of 
modem  medicine".  The  Hippocratic  Oath  was  ad- 
ministered to  those  graduating  from  medical  schools 
throughout  the  world  for  generations  and  has  often 
been  equated  with  the  integrity  of  a physician.  This  in- 
genious individual  presents  a fascinating  study,  even 
now.. .25  centuries  later. 

One  of  the  concepts  developed  by  Hippocrates  was 
involved  with  the  basic  temperaments  of  individuals. 
He  grouped  them  into  four  categories  and  named  them 
according  to  the  Greek  words  of  four  body  fluids  or  the 
"four  Cardinal  humors".  SANGUINE  (from  red 
blood);  these  people  like  to  "have  fun". ..the,  talkers. 
CHOLERIC  (from  yellow  bile);  these  people  like  to 


"have  control" ...the  workers.  MELANCHOLY  (from 
black  bile);  these  people  like  to  "have  it  right".. .the 
thinkers.  PHLEGMATIC  (from  phlegm);  these  people 
like  to  "have  peace". ..the  watchers.  We  each  are  usual- 
ly a combination,  but  one  personality  predominates. 
Although  modern  psychology  may  not  hold  to  these  an- 
cient classifications,  it  is  worthy  of  our  attention 
because  the  characteristics  are  valid. ..once  they  are  un- 
derstood. It  is  interesting  to  look  up  both  the  word 
temperament  and  humor  in  the  dictionary  and  see  the 
connotation  still  being  used.  A simple  little  "test"  to  un- 
derstand your  own  personality  was  developed  by 
author/speaker,  Florence  Littauer,  which  she  shared  at 
an  AMA  Auxiliary  meeting  a few  years  ago.  It  is 
recorded  in  her  book  "Personality  Plus,  and  I highly 
recommend  this  source. 

It  will  be  30  years  this  June  since  Gunnar  and  I were 
married.  Before  that  time,  we  seemed  to  focus  on  each 
other’s  strengths.  We  assumed  that  a marriage  between 
me  and  my  BS  in  nursing.. .and  him  entering  medical 
school  would  automatically  be  an  ideal  situation.  Even 
though  we  had  some  similarities,  we  were  unprepared 
for  the  difficulties  that  our  differences  would  bring.  It 
has  been  only  in  the  last  few  years  that  we  were  aware 
of  an  understanding  of  temperaments  and  the  part  that 
plays  in  each  of  our  lives.  Because  of  this,  we  have  also 
better  understood  our  children  in  an  invaluable  new 
way. 

For  the  first  time,  we  didn’t  look  at  each  other  as 
wrong,  but  began  to  realize  that  is  the  way  we  were  uni- 
quely born.  Gunnar  and  1 are  basically  "opposites";  no 
wonder  we  didn’t  see  eye  to  eye  many  times.  As  we 
studied  further,  we  realized  the  areas  in  which  we  were 
alike.  But  with  those  likenesses  conflicts  would  arise. 
Unknowingly  each  of  us  is  more  attracted  to  a poten- 
tial mate  who  has  areas  of  strengths  where  we  have 
weaknesses  and  vise  versa.  As  we  begin  to  examine  our 
own  weaknesses  realistically,  instead  of  trying  to  change 
each  other,  we  can  then  begin  to  work  on  change  in  our- 
selves. 

As  you  begin  the  understanding  of  why  others  react 
differently,  you  can  start  to  work  on  relationships  with 
family  and  friends  in  a positive  way.  It  is  never  too  late. 
In  how  many  areas  of  your  life  are  you  willing,  along 
with  us,  to  make  personal  application...by  assessing 
your  strengths...and  yet  admitting  your  areas  ofweak- 
nesses...to  make  a plan  for  change?  # 
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EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening  for 
full-time  career-oriented  emergency 
physicians  in  Sioux  Falls,  Aberdeen  and 
Yankton.  Excellent  benefits  including 
malpractice,  disability,  health 
insurance,  profit  sharing,  etc.  Flexible 
work  schedules,  excellent  working  and 
living  conditions. 

Contact:  Donald  Kougl,  MD 

(307)  632-1436 

or  send  CV  to:  EMP,  PC 

PO  Box  805 

Cheyenne,  WY 

82003 

Family  Practice/Internal  Medicine 

Attractive  opportunities 
for  BC/BE 

Family  Practice 

and 

Internal  Medicine 

physicians  in  a variety  of  settings  in  the 

Midwest 

Contact  Bob  Strzelczyk  to  discuss  your 
practice  requirements  and  these  positions. 

Strelcheck  & Associates,  Inc. 

12724  N.  Maplecrest  Lane 

Mequon,  WI  53092 

1-800-243-4353 

BC/BE  FAMILY 

Family  Physician 

PRACTITIONER 

Needed 

needed  to  join  busy  13  doctor 

Two  over-worked  family  practice 

multi-specialty  group  in  clean 

physicians  have  an  immediate  need  for 

North  Dakota  Lake  Country. 

one  residency  trained,  board  certified 

Salary  and  fringe  benefits  very 

family  practitioner.  This  two-man 

liberal. 

family  practice  group  is  located  in 

Pierre  in  a new  medical  building.  There 

Send  curriculum  vitae  or  inquires 

is  great  water  recreation  and  hunting  in 

to: 

the  immediate  area.  Those  interested 

are  asked  to  please  contact: 

Lake  Region  Clinic,  PC 

T.  J.  Huber,  MD 

Attn:  JoelRotvold 

Dakota  Plains  Clinic 

PO  Box  1100 

640  East  Sioux 

Devils  Lake,  ND  58301 

or  call  collect  at  701-662-2157 
for  further  information 

Pierre,  SD  57501 
(605)  224-2010 
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' „ Book  Review 


Breastfeeding  Success  for  Working 
Mothers,  1985 

Breastfeeding  Source  Book,  1988 

By  Marilyn  Grams,  MD,  Achievement  Press, 
Sheridan,  WY  82801. 

As  a pediatrician,  throughout  my  working  career  I 
have  urged  mothers  to  breastfeed  their  newborns. 
Many  reasons  for  the  alternative  of  bottle  feeding  were 
given  — the  simple  choice  not  to  breastfeed,  problems 
breastfeeding  the  last  baby,  and  others,  but  the  most 
frequently  stated  reason  was  that  the  mother  planned 
her  return  to  work  as  soon  as  she  could  after  the  birth 
of  her  baby.  I did  not  argue  with  this  reason,  but  I am 
happy  to  see  now  that  a woman  physician,  Marilyn 
Grams,  MD,  has  written  two  books  describing  in  detail 
how  a working  mother  can  still  breastfeed  successfully. 
Although  Dr.  Grams  is  an  internist,  she  comments  early 
in  the  first  book  that  she  has  read  every  publication  on 
breastfeeding  that  she  could  find. 

Her  first  chapter  in  her  first  book  is,  "Why  a 
breastfeeding  book  for  working  mothers?"  This  is  fol- 
lowed by  chapters  on,  "Basics"  (anatomy  and  physiology 
of  breast  milk  production),  "Puberty,  again?"  (transi- 
tion to  lactation),  "Babymoon",  "Comfort  nursing", 
"Lying  down  nursing",  "Sleeping  arrangements", 
"Returning  to  work",  "How  to  store  milk",  "Reverse 
cycle  feeding"  (adapting  the  baby  to  the  mother’s 
schedule),  "Time  management",  "Crisis",  "Working  with 
your  doctor",  and  "Smooth  cessation  of  breastfeeding". 

The  chapter  on  "THE  BASICS"  briefly  describes  the 
anatomy  and  physiology  of  milk  production,  and 
stresses  the  "let  down"  reflex,  which  Dr.  Grams  con- 
siders an  essential  beginning  to  the  flow  of  milk.  She 
then  describes  and  illustrates  the  proper  position  for 
the  baby  to  hold  the  breast  — with  the  entire  areola 
within  the  baby’s  mouth.  Finally,  she  stresses  NO  water 
and  NO  formula  between  breastfeedings. 

"PUBERTY,  AGAIN?"  discusses  the  transition 
through  which  a breast  goes  from  its  resting  state  to  its 
lactating  condition.  Dr.  Grams  considers  such  details 
as  the  mother’s  selection  of  a nursing  bra  and  the  ap- 
propriate pads  to  control  leakage  of  milk,  listing  the 
best  brands.  The  chapter  on  "THE  BABYMOON" 
develops  the  interesting  concept  that  in  order  to 
strengthen  the  bonding  process  and  develop  an  optimal 
breast  milk  supply,  the  new  mother  needs  to  con- 
centrate on  her  baby’s  adaptation  to  breast  feeding,  to 
minimize  contacts  with  other  members  of  the  family, 
and  to  avoid  other  distractions.  Of  course,  this  all  goes 
on  prior  to  the  mother’s  return  to  work. 


The  next  three  chapters,  "COMFORT  NURSING", 
"LYING-DOWN  NURSING",  AND  "SLEEPING 
ARRANGEMENTS"  give  many  practical  and  detailed 
suggestions  to  make  breastfeeding  a pleasant  ex- 
perience for  mother  as  well  as  baby.  Dr.  Grams 
suggests  feeding  the  baby  while  either  the  mother  or  the 
baby  is  asleep.  In  my  professional  career,  I have  been 
concerned  about  the  possibility  of  a mother’s  rolling 
over  on  a baby  and  suffocating  it,  but  Dr.  Grams  notes 
this  objection,  and  offers  advice  on  the  prevention  of 
accidents.  One  point  is  that  the  nursing  mother  should 
avoid,  or  at  least  minimize,  her  intake  of  ethyl  alcohol 
during  the  nursing  period.  Dr.  Grams  states  that  many 
observed  cases  of  smothering  can  be  traced  to  exces- 
sive alcohol  consumption  by  the  mother  or  wet  nurse. 

In  Chapter  8,  she  reaches  the  central  point  of  the 
book:  how  can  a mother  continue  to  breastfeed  after 
she  returns  to  work?  Here  again.  Dr.  Grams  has  a num- 
ber of  detailed  suggestions  which  should  help  any 
nursing  mother  make  the  adjustment  back  to  her  career 
while  she  continues  to  breastfeed.  She  gives  detailed 
criteria  for  the  choice  of  a baby  sitter,  and  she  suggests 
that  mother  return  to  work  on  a Friday,  to  ease  the  tran- 
sition back  to  the  work  schedule  for  both  mother  and 
baby.  Chapter  9 discusses  the  collection  of  breastmilk 
to  be  frozen  and  left  with  the  sitter.  Chapter  10, 
"REVERSE  CYCLE  FEEDING",  develops  the  con- 
cept of  helping  the  baby  to  adjust  to  the  mother’s 
schedule  by  frequent  feedings  at  home,  so  that  the  baby 
will  be  hungry  less  often  when  mother  is  away. 

In  Chapter  11,  "WHERE  DO  I GET  ENOUGH 
TIME?",  Dr.  Grams  lists  several  excellent  common- 
sense  suggestions  for  time  management,  with  the 
underlying  philosophy  that  one  needs  to  set  her  own 
priorities,  to  stick  to  them,  and  not  to  feel  that  she  has 
to  do  something  simply  because  someone  else  con- 
siders it  urgent.  Two  quotes  that  I especially  like  (both 
on  p.  103)  are:  "Most  of  the  important  things  in  life  are 
not  urgent",  and  "Most  of  the  things  that  seem  urgent 
are  not  very  important."  These  are  good  guidelines  for 
all  of  us. 

Chapter  12,  "CRISIS",  deals  with  such  problems  as 
failure  of  the  milk  supply  and  overnight  separation  from 
the  baby.  The  chapter  on  "HOW  TO  WORK  WITH 
YOUR  DOCTOR",  again,  is  well-written,  and  con- 
siders such  problems  as  mastitis,  breast  abscess,  and  the 
effect  of  various  birth  control  techniques  on  lactation. 
The  final  chapter,  on  terminating  breastfeeding,  dis- 
cusses how  it  can  be  done  smoothly  for  both  mother  and 
baby. 

"BREASTFEEDING  SUCCESS  FOR  WORKING 
MOTHERS"  was  published  in  1985.  Last  year,  1988, 
Dr.  Grams  published  a sequel,  "BREASTFEEDING 
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SOURCE  BOOK",  which  supplements  the  first  book  in 
three  ways.  First,  she  expands  some  of  her  thoughts 
from  the  first.  Second,  she  incorporates  into  the  ap- 
propriate chapters  many  suggestions  which  she  has 
received  from  lactation  counselors  and  other  women 
who  have  had  good  breastfeeding  experience.  Third, 
she  provides  detailed  information  on  the  various 
breastfeeding  aids  and  accessories  which  she  recom- 
mends. 

In  the  interim  between  the  two  books,  Dr.  Grams  had 
a third  child,  a son  born  with  tracheo-esophageal  fis- 
tula. Therefore,  one  chapter  in  "SOURCE  BOOK" 
deals  with  breastfeeding  a baby  who  is  in  neonatal  in- 
tensive care.  I think  she  handles  this  well,  especially  her 
suggestions  on  mother’s  dealing  with  NICU  personnel. 

Chapter  5 in  "SOURCE  BOOK",  "Breast  pumps  and 
saving  milk",  takes  up  more  than  a third  (64  of  170  text 
pages)  of  the  book.  In  addition  to  a discussion  of 
various  techniques  for  collecting,  saving  and  freezing 
milk.  Dr.  Grams  lists  all  the  commercial  breast  pumps 
on  the  market,  and  comments  on  her  own  experience 
and  that  of  other  nursing  mothers  on  the  use  of  each 
one.  She  also  gives  the  name  and  address  of  the 
manufacturer  or  supplier.  She  does  not  hesitate  to  state 
an  unfavorable  opinion  on  specific  brands  when  ap- 
propriate. 

The  first  four  chapters  in  "SOURCE  BOOK", 
"Before  the  baby  comes",  "In  the  hospital",  "The  first 
weeks  at  home",  and  "Getting  back  to  the  rest  of  your 
life",  summarize  information  in  the  first  eight  chapters 
of  "SUCCESS",  but  also  incorporate  the  comments  of 
other  professional  lactation  consultants,  and  list,  with 
brand  names  and  ways  to  obtain  information,  all  the 
products  and  services  mentioned.  Chapters  6 through 
11  are  short,  but  should  be  helpful  to  the  breastfeeding 
mother  and  her  family  and  friends.  Chapter  7,  "The 
Dad’s  Chapter"  is  only  four  pages,  but  includes  several 
helpful  hints,  including  ways  in  which  father  can  help 
mother  find  more  relaxed  time  for  breastfeeding,  and 
when  intercourse  can  be  resumed.  The  final  chapter  is 
a five  page  introduction  to  LaLeche  League  Interna- 
tional. The  book  closes  with  several  appendices, 
including  a list  of  professional  lactation  consultant  ser- 
vices. 

The  1985  book,  "SUCCESS",  is  printed  in  large  type, 
which  makes  it  very  easy  to  read,  although  much  of  it  is 
written  in  two  sentence  paragraphs.  The  1988  book, 
"SOURCE  BOOK",  is  printed  in  standard  type,  with 
the  comments  from  consultants  in  italics.  This  gives  the 
reader  a lot  of  printing  per  page,  but  reading  the  book 
is  still  easy. 

Since  these  two  books  are  essentially  complimentary, 
how  can  they  best  be  used?  I suggest  that  an  expectant 
mother  first  read  "SUCCESS"  through  before  delivery. 
Afterwards  she  can  refer  back  to  the  individual  chap- 
ters as  she  needs  them.  Then  she  should  read 
"SOURCE  BOOK"  and  also  be  able  to  refer  back  to  it 
as  questions  arise.  The  prospective  father  should  also 


read  both  books,  but  again,  read  the  1985  book,  "SUC- 
CESS" first. 

Finally,  I recommend  these  books  to  all  health  care 
professionals  who  deal  with  newborns  and  their 
mothers.  This  includes  physicians  - I certainly  ob- 
tained new  insights  on  breastfeeding,  even  after  a 
thirty-five  year  career  in  pediatrics  and  personal  ex- 
perience with  it  in  our  own  family.  Thanks  are  due  to 
Dr.  Grams  for  providing  a service  to  mothers  and  in- 
fants. # 

Nathaniel  R.  Whitney,  MD,  FAAP 
Rapid  City,  SD 


Junior  League  of  Sioux  Fails 

RACE  FOR  THE  CURE 

Saturday,  May  13, 1989 
Empire  Malt 
Skntx  Falls,  SD 
Starting  Time  >*  8:00  a.TO. 
Warm-up  aerobics  - 7:40  a.in« 
Kegi.stration  Fee  - $12.00 
Walkers  and  Runners  Welconte 
CootacU 

Pegg}'  Kirby  (605-335-6607) 

Debbie  Speer  (605-336-0<K»9) 

Marcia  Burke  (605-338-0663) 


LATEX  GLOVES 


Lower  Price 
High  Quality 
Fast  Service 

$115.00/case  plus  shipping  & 
handling 

special  price  ends  June  30 

(20  boxes/case  100  pcs/box) 
Plus  S&H 

"Satisfaction  Guaranteed" 
MEDSON  INTERNATIONAL 
1-800-366-1789 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHINGTHATWILL... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 


BACTRIM” 

brand  of  tnrMthopnm 
and  9ulfimetboxaaol«^1loehr 


ROCHE 

MEDICATOM 

ME 

EDUCATION 


Working  today  for  a healthier  tomorrow 
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PRESIDENT’S 
ACHIEVEMENT 
V AWARD 


Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Elizabeth  K.  Braunstein 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


Liability 


Tort  Reform  in  the  1989  Legislature: 
No  Bad  News  is  Good  News. 

The  1989  Legislature  has  concluded  and  it  seemed 
appropriate  and  timely  to  review  legislative 
proposals  that  were  presented  that  addressed  physician 
professional  liability  in  some  fashion.  Several 
proposals  specifically  and  directly  impacted  profes- 
sional liability,  while  several  others  would  have  had  a 
more  indirect  effect. 

For  the  third  consecutive  year,  a proposal  was 
presented  to  change  the  statute  of  limitations  for  health 
care  providers.  Had  SB  164  passed,  the  statute  would 
have  changed  from  two  years  to  six  years  from  date  of 
occurrence  or  within  three  years  of  discovery  of  the  al- 
leged act,  whichever  lapses  sooner.  This  would  have  in 
effect  extended  the  current  statute  of  limitations  by  four 
years.  Fortunately  the  bill  was  defeated  in  committee. 

On  a positive  note.  Senator  Mary  Wagner,  Brook- 
ings, along  with  Senator  Harold  Halvorson,  Millbank, 
and  Representatives  Deb  Kuhler,  Huron;  Marie  In- 
galls, Opal;  Richard  Negstad,  Brookings;  and  Roger 
Porch,  Wanblee,  introduced  a bill  to  provide  for  certain 
tort  reforms.  The  bill  called  for  a limit  of  $200,000  on 
non-economic  damages;  placed  limits  on  attorney’s 
contingency  fees  and  would  have  set  up  a non-binding 
pre-trial  arbitration  panel.  The  association  supported 
this  proposal.  Unfortunately  this  bill  did  not  make  it 
out  of  committee  either. 

The  South  Dakota  Trial  Lawyers  Association  at- 
tempted to  amend  a bill  requiring  that  certain 
information  be  reported  to  the  Division  of  Insurance. 
The  amendment  would  have  required  insurers  to  report 
considerable  data  pertaining  to  all  malpractice  claims 
from  the  time  of  filing  until  the  case  is  closed.  The 
amendment  was  directly  related  to  the  "Medical 
Malpractice  Claim  Study:  1982-1987"  issued  by  the 
Commissioner,  Minnesota  Department  of  Commerce 
in  February  1989. 

This  study  included  all  medical  malpractice  claims, 
open  and  closed,  filed  against  physicians  and  surgeons 
in  Minnesota,  North  Dakota,  and  South  Dakota  from 
1982-1987,  at  Minnesota  Medical  Insurance  Exchange 
and  St.  Paul  Fire  and  Marine.  The  study  concluded  that 
medical  malpractice  insurers  had  charged  higher  rates 
than  necessary.  Both  insurers  criticized  the  report  and 
offered  rebuttal  information. 

The  trial  lawyers  amendment,  mentioned  above, 
basically  redrafted  the  report  form  used  by  the  Min- 
nesota Insurance  Commissioner.  The  Medical 
Association  supported  this  amendment.  There  has 
been  constant  discussion  and  confusion  about  what 
kind  of  information  the  South  Dakota  Division  of  In- 


surance has  and  just  how  complete  the  information  is. 
The  Division  of  Insurance  opposed  the  amendment 
stating  current  statutes  already  require  insurers  to 
report  claims  information  . The  amendment  was 
defeated  on  that  basis,  however,  it  would  appear  as 
though  the  issue  will  be  debated  again  in  the  future. 

Three  other  issues  that  surfaced  address  certain 
aspects  of  professional  liability.  One  was  HB  1290,  an 
act  to  establish  health  care  consent  procedures  in  situa- 
tions where  a person  is  determined  medically 
incompetent  to  make  health  care  decisions.  Another 
issue  was  HB  1354,  an  act  to  regulate  life-sustaining 
procedures  or  "living  wills".  The  third  issue,  HB  1329, 
was  a model  act  created  by  the  Uniform  Law  Commis- 
sioners to  adopt  a uniform  health  care  act.  The  title 
does  not  state  what  the  bill  was  about  because  it  per- 
tained to  maintaining,  reporting  and  releasing 
information  in  medical  records. 

All  three  of  these  latter  bills  were  killed  in  commit- 
tee; however,  it  is  likely  all  three  will  be  on  the  agenda 
for  the  next  medical/legal  committee  meeting. 

All  in  all  the  session  should  be  considered  success- 
ful as  medicine  did  not  lose  any  of  the  tort  reform 
measures  we  have  in  statute  and  have  fought  hard  to 
maintain.  The  current  philosophy  of  our  legislators  ap- 
pears to  be  "status  quo"  and  in  this  particular  situation 
that  is  not  all  bad.  # 

Lorin  D.  Pankratz 
Director,  Governmental  Affairs 
South  Dakota  State  Medical  Association 


SOUTH  DAKOTA  PHYSICIANS'  HEDGED  INVESTMENTS, 
LIMITED  PARTNERSHIP  I 

managed  by 

^^^HEDGED 

SECURITIES 

FUND/^° 

General  Partner 

Consistent  above-average  returns  over  10  years 

CHANNING  H.  LUSHBOUGH 

Marketing  Representative 

TELEPHONE;  (312)  998-9420 
420  ELM  STREET  • GLENVIEW,  ILLINOIS  60025-4949 
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Future  Meetings 


May 

Medical  Staff  Issues,  Concourse  Hotel,  Madison,  WI,  May  5-7. 
Fee:  $400.  11  hrs.  AMA  Category  I credit.  Contact:  Joint 
Commission/Healthcare  Organization,  875  N.  Michigan 
Ave.,  Chicago,  IL  60611-1846.  Phone:  (312)  642-6061,  ext. 
650. 


1989  National  Conference  on  High  Blood  Pressure  Control, 

Hilton,  Walt  Disney  World,  Lake  Buena  Vista,  FL,  May  6-9. 
Fee:  $200.  AMA  Category  I credit.  Contact:  National  Conf. 
on  High  Blood  Pressure  Control,  4733  Bethesda  Ave.,  Ste. 
530,  Bethesda,  MD  20814.  Phone:  (301)  951-3275. 


South  Dakota’s  Fourth  Annual  Rural  Health  Conference, 

Howard  Johnson  Conv.  Ctr.,  Sioux  Falls,  SD,  May  24-26. 
Contact:  Jan  Smith,  SD  Dept,  of  Health,  523  E.  Capitol, 
Pierre,  SD  57501.  Phone:  (605)  773-3693. 

June 

Fifth  International  Conference  on  Aids,  Montreal,  Canada, 
June  4-9.  Contact:  Conf.  Secretariat,  Kenness  Canada  Inc., 
PO  Box  120,  Station  B,  Montreal,  Quebec,  Canada  H3B  3J5. 
Phone:  (514)  874-4006. 


Practical  Applications  in  Emetgency  Medicine,  Azure  Tides 
Resort,  Sarasota,  FL,  June  5-9.  20  hrs.  AMA  Category  1 
credit.  Contact:  Med.  Seminars,  PO  Box  6214,  Sarasota,  FL 
34278.  Phone:  Reece  Pierce,  PA/C,  Temple  Univ.  (813) 


BC/BE  FAMILY 
PRACTITIONER 


needed  to  join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal. 

Send  curriculum  vitae  or  inquires 
to: 

Lake  Region  Clinic,  PC 

Attn:  Joel  Rotvold 

PO  Box  1100 

Devils  Lake,  ND  58301 

or  call  collect  at  701-662-2157 
for  further  information 


Cornhusker  Canadian  Clinical  Conference,  Wolverine 
Lodge,  Lynn  Lake,  Manitoba,  Canada,  June  7-24.  Fee:  $150. 
Contact:  Sharlene  Knippelmeyer,  RN,  BS,  Educ.  & Staff 
Development,  Lincoln  General  Hosp.,  2300  S.  16th  St., 
Lincoln,  NE  68502.  Phone:  (402)  473-5638. 


Thinieth  Annual  Hitchcock  Society  Surgical  Symposium, 

Hennepin  County  Med.  Ctr.,  Minneapolis,  MN,  June  16. 
AMA  Category  I credit.  Contact:  Eugenia  C.  Kassar,  Dir. 
CME,  Off.  of  Academic  Affairs,  Hennepin  County  Med.  Ctr., 
701  Park  Ave.,  Ste.  4220,  Minneapolis,  MN  55415.  Phone: 
(612)  347-2075. 


Twelfth  Annual  Seminar  on  Advances  in  Clinical  Pediatrics, 
Sylvan  Lake  Resort,  Custer,  SD,  June  21-23.  Contact: 
Lawrence  R.  Wellman,  MD,  CME  Prog.  Coord.,  USD  School 
of  Medicine,  PO  Box  5039,  Sioux  Falls,  SD  57117-5039. 
Phone:  (605)  333-7178. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


Orthopedic  Surgeon  - 
BE/BC 

Progressive  JCAHO  hospital  and 
medical  staff  located  in  university 
community  of  Northwest  Missouri  is 
seeking  orthopedic  surgeon  to  serve 
people  in  area  with  high  sports 
interest,  high  percent  of  elderly,  and 
documented  desire  and  need  for 
specialty  services.  Community 
provides  hometown  livability  with 
big  city  accessibility.  Located 
approximately  two  hours  from 
Kansas  City,  Omaha,  and  Des 
Moines. 

Contact: 

Martin  Goedken,  Vice  President 
St.  Francis  Hospital 
2016  South  Main  Street 
Maryville,  MO  64468-2693 
or  call  collect: 
816/562-2600,  ext.  5001 
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VASOTEC 


(ENALAPRIL  MMEATEIMSD) 


Contraindications:  VASOTEC*  (Enalapnl  Maleale,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhihitot 
Warnings:  Angioedema  Angioedema  ol  the  tace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patientsItealedwithACEinhIbitors,  including  VASOTEC  Insuchcases.VASOTECshouldbeprompIlydisconlinuedandIhe 
patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  beenconlined  to  the  laceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ot  the  tongue,  glottis,  or 
laryni  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. , subcutaneous  epinephrine  solution 
1:1000  (0.3  mL  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension:  Excessive  hypotension  is  rare  In  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirsi  dose,  but 
discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  lollowed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRATION.)  Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart  lailure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  lailure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  ad|uslmenls  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  lollowed  closely  lor  the  first  two  weeks  ol  treatment  and  whenever  the  dose  ol  enalapnl 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  inlarclion  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  it  necessary,  receive  an  intrave- 
nous infusion  ot  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  lurlher  doses  ol  VASOTEC, 
which  usually  can  be  given  without  dillicully  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeutropenialAgranulocytosis  Another  ACE  inhibitor,  caplopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  Ireguenlly  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insutficleni  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  Impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renin-angiolensin-aldosterone 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  lunclion  may  depend  on  the  activity  ol  the  renin-angiolensin-aldosteione  system,  treatment  with  ACE 
inhibitors,  including  VASOTEli,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  lirsI 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessmeni  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia:  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  lailure,  hyperkalemia  was 
observed  in  3 8%  ot  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insutticiency,  diabetes  mellilus,  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  it  at  alt,  with  VASOTEC,  (See  Drug  Interactions ) 

SurgerylAnesthesia.  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  lor  Patients 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  the  lirsi  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  longue,  dilliculty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension.  Patients  should  be  cautioned  to  report  lighiheadedness  especially  during  the  first  lew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  of  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia.  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  inleclion  (e  g , sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormalion  is 
intended  to  aid  in  the  sale  and  effective  use  ol  this  medicalion.  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions 

Hypotension:  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  efiecis  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  If  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  aniihyperlensive  elleci  ol  VASOTEC  is  augmented  by  aniihyperlensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicani 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therelore,  it  concomitant  use  ol  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing ol  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  lailure  receiving 
VASOTEC 

Lithium  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequently 


Pregnancy- Category  C:  There  was  no  leloloxicity  or  leralogenicily  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose)  Feloloxicity,  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapnl  was 
not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more.  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day.  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  lound  to  cross  the  placenta  lollowing  adminislialion  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC*  (Enalapril  Maleale.  MSD)  should  be 

used  during  pregnancy  only  it  the  potential  benefit  juslilies  the  potential  risk  to  the  lelus 

Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  lollowing  administration  ol  '<C  enalapnl  maleale  It  Is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safely  and  etiecliveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safefy  in  more  than  10,000  patients,  including  over  tOOO 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  lound  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  2987  patients. 

Hypertension  The  most  Irequenl  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%),  dizziness 
(A  3%).  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1,4%),  cough  (1 3%),  orthostatic  ettecis  (1 2%),  and  asthenia  (1 1%) 

Heart  Failure.  The  most  Irequenl  clinical  adverse  experiences  In  both  controlled  and  uncontrolled  Inals  were  dizziness 
(79%),  hypotension  (6  7%),  orthostatic  elfecls  (2  2%).  syncope  (2  2%).  cough  (2  2%),  chest  pain  (2 1%),  and  diarrhea 
(21%). 

Other  adverse  experiences  occurring  in  greater  than  17o  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  laligue  (1 8%),  headache  (1 8“/o).  abdominal  pain  (1 67o),  asthenia  (1 67o),  orlhoslallc  hypo- 
tension (1 6“7o),  vertigo  (1.6%),  angina  pectoris  (l-5%i),  nausea  (1 3%).  vomiting  (1 3%),  bronchitis  (13%),  dyspnea 
(1 3%),  urinary  tract  inleclion  (1 3%i),  rash  (1 3%),  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0,5%  to  1%  ol  patients  with  hypertension  or  heart  lailure  m clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  inlarclion  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest;  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances, atrial  fibrillation,  palpitation 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure.  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection 

Skin  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity 

Other:  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnltus. 

A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  manilestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  0 1%j  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2“/o 
ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%i  ol  patients  with  heart  failure 
(See  WARNINGS) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS ) In  patients  with  heart  lailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy  were  observed  in  about  11%.  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%.  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  trequenlly  in  either  hypertension  or  heart  lailure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  to  anemia. 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) It  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  ad|usled  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  the  aniihyperlensive  effect  may  diminish  toward  the  end  ol  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Ad/uslmenl  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mUmin  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mUmin  (serum  creatinine  s3  mg/dL),  the  lirsi  dose  is  2 5 mg  once  daily  The  dosage  may  be 
lilraled  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starling  dose  is 
2.5  mg  once  or  twice  daily  After  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  It  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
ol  hypotension  The  appearance  ol  hypotension  alter  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  lollowing  effective  management  ol  the  hypotension  The  usual  therapeutic  dosing  range  lot 
the  treatment  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg.  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  mote  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  lailure  (NYHA  Class  IV),  patients  were 
treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Etiects ) Dosage  may  be  ad|usled  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adiusimeni  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initiated  at  2,5  mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure,  WARNINGS,  and  PRE- 
CAUTIONS. Drug /n/erac/rons)  The  dose  may  be  increased  to  25  mg  b I d .IhenSmgb  i d and  higher 
as  needed,  usually  at  intervals  ol  lour  days  or  more,  it  at  the  lime  ol  dosage  ad|uslmenl  there  is  not  M 5 U 
excessive  hypotension  or  signilicani  deterioration  ol  renal  lunclion  The  maximum  daily  dose  is  40  mg  MERCK 
For  more  detailed  inlormalion.  consult  your  MSD  representative  or  see  Prescribing  Inlormalion.  Merck  SH  ARRi 

Sharp  & Dohme,  Division  ol  Merck  & Co.,  Inc  . West  Point.  PA  I9A86  j6vsieR(ei5)  DOHME 
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Eli  Lilly  and  Company 
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AXID® 

nizatidine  capsules 

Brief  Summary 

Consult  the  package  literature  tor  complete  information. 

Indications  and  Usage:  Axid  is  indicated  tor  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h.s.  after  healing  of  an  active  duodenal  ulcer.  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known 

Contraindication;  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  o^er 
Hrreceptor  antagonists 

Precautions:  Genera/  - 1 Symptomabc  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2.  Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3 Pharmacokinetic  studies  in  patients  with  heptorenal  syndrome  have  not  been 
done.  Part  of  the  dose  of  nizatidine  is  metabolized  In  the  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disfMSttlon  of  nizatidine 
IS  simllarto  that  In  normal  subjects 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  during  therapy  with  nizatidine 

Drug  InteracOons —tio  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordlazepoxide,  lorazepam.  lidocaine,  phenytoin.  and  warfann.  Axid 
does  not  Inhibit  the  cytochrome  P-450-llnked  drug-metabolizing  enzyme  system; 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur  In  patients  given  very  high  doses  (3,900  mo)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine.  150  mg  b.l.d.,  was 
administered  concurrentiy 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  - A two-year  oral  car- 
cinogenici^  study  in  rats  with  doses  as  high  as  500  mg/k^day  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like 
(ECL)  cells  in  the  gastric  oxyntic  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  ^male 
mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day.  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numencal  Increase  seen  in  any  of  the  other 
dose  groups.  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histoncai  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations).  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  (^se.  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  syndesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a mlcronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy -Teratogenic  Effects  - Pmgnancy  Category  C - Oral  reproduction 
studies  In  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Berted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  Impaired  fertility  or 
teratogenic  effect;  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  Intravenous  administration  to  pregnant  New  Zealand  White  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg^g  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
' fetus  Tnere  are,  however,  no  adequate  and  well-controlled  studies  In  pregnant 
I women  It  is  also  not  known  whether  nizatidine  can  cause  fetal  haim  when  adminis- 
' tered  to  a pregnant  woman  or  can  affect  reproduction  capacl^  Nizatidine  should  be 
' used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactating  women  have  shown  that 
<0 1%  of  the  administered  oral  dose  of  nizatidine  Is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations  Caution  should  be  exercised  vrhen  adminis- 
tering nizatidine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly  patients  may  have 
reduced  renal  function 

Adverse  Reactions;  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  v^ing  durations.  Domestic  placebo-controlled  trials 
included  over  1 ,900  patients  given  nizatidine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  trials,  sweating  (1  % vs 
0 2%).  urticaria  (0.5%  vs  < 0 01  %),  and  somnolence  (2  4%  vs  1 .3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A variety  of  less  common  events  was 
also  reported:  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine. 

Hepaf/c  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[AST].  SGPT  (ALT],  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  lU/L)  and.  in  a single  instance. 
SGPT  was  greater  than  2,00(J  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
patients  All  abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and  decreased  libido 
were  reported  with  equal  freouency  by  patients  who  received  Axid  and  by  those 
given  placebo.  Rare  reports  of  gynecomastia  occurred. 

Hematologic  - Fatal  thrombocytopenia  was  reported  In  a patient  who  was 
treated  with  Axid  and  another  Hrreceptor  antagonist.  On  previous  occasions,  this 
patient  had  experienced  thrombocytopenia  while  taking  other  drugs.  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 

Integumental  - Sweating  and  urticaria  were  reported  significantly  more  fre- 
quently in  nizatidine-  than  In  placebo-treated  patients  Rash  and  exfoliative  dermati- 
tis were  also  reported. 

HypersensiVvity  - As  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  Individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg,  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other  - Hyperuncemla  unassociateo  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  administration  have  been 
reported 

Overdotage:  Overdoses  of  Axid  have  been  reported  rarely.  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 

Signs  and  Symptoms  —There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans.  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic-type  effects,  including  lacnmation.  salivation,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  600  mg/kg  In  dogs  and  of  1.200  m^g  in  monkeys 
were  not  lethal  intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
^ely. 

date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  In  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  multiple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinetics  In  your  patient 

If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for 
four  to  SR  hours  increased  plasma  clearance 

PV  2096  AMP  (0130891 


mij^g  and  232  mg/kg  respectively. 
Treatment  -To  obtain  up-to-date 


V Data  on  fHe,  Lilly  Hssearctt  Laboc 


Additional  information  available  to  the 
• N2-2907-S-949310  ®imEuuu.Y  and  company  profession  on  request 


SOUTH  DAKOTA  JOURNAL  OF  MEDICINE 

Volume  42/No,  5 May  1989  (ISSN  0038-3317) 


Official  Publication  of  the 
South  Dakota  State 
Medical  Association 

the  South  Dakota  Chapter 
of  the  American  College 
of  Surgeons 

the  South  Dakota 
Psychiatric  Association 
of  the  American 
Psychiatric  Association 

R.  E.  Van  Demark,  MD 
Editor 

Robert  D.  Johnson 
Business  Manager 

EDITORIAL  COMMITTEE 
Richard  Holm,  MD 
Clark  Likness,  MD 
John  Jones,  MD 
Martin  Christensen,  MD 
Mark  Werpy,  MD 
Kevin  Bjordahl,  MD 
Michael  McVay,  MD 
Dennis  Stevens,  MD 
Dan  Heinemann,  MD 
Ken  Peterson,  MD 
Michael  Mathews,  MD 
Milton  Mutch,  MD 
Craig  Hansen,  MD 

SOUTH  DAKOTA  JOURNAL  OF 
MEDICINE  (ISSN  0038-3317)  is 
published  monthly  for  $15  per  year 
domestic,  $18  per  year  foreign,  $1.75 
for  single  copy,  by  South  Dakota 
State  Medical  Association,  1323 
South  Minnesota  Ave.,  Sioux  Falls, 
SD  57105.  Seeond  class  postage  paid 
at  Sioux  Falls,  South  Dakota  57101 
and  additional  mailing  offices. 
POSTMASTER:  Send  address 
changes  to  SOUTH  DAKOTA 
JOURNAL  OF  MEDICINE,  1323 
South  Minnesota  Ave.,  Sioux  Falls, 
SD  57105 


SCIENTIFIC  ARTICLES 

USD  School  of  Medicine 

Whither  Seientific  Investigation  5 

Reburial  activists  threaten  paleopathology  and  other 
studies  involving  bones  from  ancient  cultures  in  the 
geographic  area. 

John  B.  Gregg,  MD 

Management  of  the  Second  Stage  of  Labor:  A 

Review  (Part  I)  11 

Interventions  related  to  the  second  stage  of  labor  are 
reviewed. 

Robert  L.  Holland,  MD,  PhD 

David  A.  Smith,  MD 


FEATURES 

President’s  Page  7 

Editorial  9 

The  Adverse  Effects  of  Aspirin 
Robert  E.  Van  Demark,  Sr,  MD,  Editor 

Auxiliary  News  15 

SDSMA  1989  Annual  Meeting  Sponsors  16 

This  Is  Your  Medical  Association  25 

Letter  To  The  Editor  27 

AMA  Physici2ms’  Reeognition  Award  31 

Future  Meetings  32 

Directory  Of  This  Month’s  Advertisers  32 


NEXT  MONTH 

Management  of  the  Seeond  Stage  of  Labor:  A 
Review  (Part  II) 


About  the  Cover 

Bull  Buffalo,  Custer  State  Park,  South  Dakota.  (Photo  courtesy  of  South  Dakota  Department  of  Tourism ) 


MAY  1989 


3 


CONTRIBUTORS  NEEDED! 


During  the  last  four  years  the  South  Dakota 
Medical  School  Endowment  Association  has 
granted  over  200  loans  totaling  nearly 
$115,000.  These  low  interest  (6%)  loans  go 
to  medical  students  who  are  attending  the  Uni- 
versity of  South  Dakota  School  of  Medicine. 
The  needs  of  these  medical  students  continue 
to  increase.  To  meet  these  needs  the  Endow- 
ment must  have  continued  growth  in  both  the 
size  and  numbers  of  donations. 


WE  NEED  YOUR  HELP!  ! I 

Please  make  your  checks  payable  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 


4 


SOUTH  DAKOTA 


University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education,  service 
and  research  for  South  Dakotans’ 


Whither  Scientific  Investigation 

Reburial  activists  threaten  paleopathology  and  other  studies  involving  bones  from  ancient  cultures 
in  the  geographic  area. 

John  B.  Gregg,  MD^ 


ABSTRACT 

Reburial  of  bones  uncovered  by  archeological  exploration  bas  become  a major  focus  for  some  groups.  Excava- 
tions in  the  Dakotas,  prior  to  the  closure  of  the  Missouri  River  dams,  yielded  much  information  on  demographics, 
anomalies,  and  epidemiological  patterns  for  specific  abnormalities  in  prior  inhabitants  of  the  area  over  several 
centuries.  Physicians  as  well  as  others  should  be  aware  of  the  importance  of  such  work  and  of  the  need  to  control 
the  present  anti-science  campaign. 


Research  using  animal  models  has  been  decried  by 
anti-vivisection  groups  for  many  years  and  has 
often  hindered  investigation  of  the  cause  or  possible 
treatment  of  human  disorders.  In  a similar  manner 
reburial  (repatriation)  activities  by  various  groups  now 
limits  and  has  potential  to  eliminate  investigation  of  cul- 
tural patterns,  physical  status,  and  the  antiquity  of 
human  disease  in  previous  people  and  populations. 
More  than  a thousand  human  skeletons  from  the  two 
Dcikotas  have  been  reinterred  and  lost  to  scientific 
study  as  the  result  of  repatriation  efforts.  Others  are 
targeted  for  reburial.  The  original  efforts  of  those  seek- 
ing to  prevent  desecration  of  aboriginal  graves  and 
indiscriminate  looting  of  artifacts  was  to  get  the 
skeletons  back  into  the  ground.  The  movement  has 
grown  to  include  prevention  of  archeological  investiga- 
tion of  human  burials.  In  some  areas  there  is  a thrust 
to  recover  and  rebury  all  artifacts,  cultural  and  anatomi- 
cal. 

These  reburial  activists  ask  what  is  to  be  gained  by 
study  of  ancient  human  remains?  What  results  from  ac- 
tivities that  desecrate  ancestral  graves  and  disturb  the 
spirits  of  the  dead?'* 

An  appropriate  response  to  such  questions  derives 
from  comparison  of  the  past  and  the  present.  Regional- 
ly as  well  as  in  the  U.S.,  as  a whole,  present  day  Native 
American  patterns  of  disease  differ  from  those  of  the 


^Professor,  Department  of  Surgery,  USD  School  of 
Medicine,  Sioux  Falls,  SD, 


total  population.  Accurate  historical  references  to 
aboriginal  health  related  problems  are  scant.  This  has 
limited  investigation  into  the  antiquity  of  diseases,  pos- 
sible causative  factors,  and  preventative  measures. 
Careful  analysis  of  aboriginal  skeletons  from  this 
regional  area  that  have  been  available,  even  briefly,  for- 
tunately have  given  some  indications  of  previous 
patterns  of  disease.  Maiw  skeletons  were  lost  before 
evaluation  was  complete.^ 

For  hundreds  of  years  the  Missouri  River  and  its 
tributaries  have  been  routes  of  travel  through  the  area 
that  is  now  the  Dakotas.  Their  banks  provided  food, 
shelter,  and  protection  for  numerous  early  inhabitants. 
Thousands  of  aborigines  representing  many  tribes  and 
several  epochs  of  time  lived  and  died  here.  The  places 
chosen  as  their  grave  sites  were  often  scenic  and  fre- 
quently in  areas  that  later  would  be  sought  for 
agriculture,  dwelling  places,  industrial  sites  and  roads. 

Archeology  programs  in  the  area  in  the  1950-1970 
era  contributed  significantly  to  our  understanding  of 
the  past  history  of  the  region. Missouri  basin  salvage 
archeology  prior  to  the  closing  of  the  Garrison  dam  in 
North  Dakota  and  the  four  South  Dakota  dams  yielded 
an  abundance  of  cultural  artifacts  and  human 
skeletons.^  Excellent  skeletal  preservation  and 
detailed  provenience  permitted  extensive  evaluation  of 
physical  characteristics  as  well  as  opportunity  to  iden- 
tify osseous  abnormalities  indicative  of  health  problems 
during  life.  Large  skeletal  cohorts  enabled  construc- 
tion of  demographic  profiles  and  epidemiological 
patterns  for  specific  abnormalities  and  anomalies.^ 
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Before  about  1965,  there  was  little  overt  interest  by 
Native  Amerieans  in  ancient  burials,  desecration  of 
grave  sites,  protection  of  skeletons,  the  spirituality  of 
long  dead  bones  or  archeology  which  involved  human 
remnants.  Attention  became  focused  on  the  matter  in 
1972  when  the  graves  of  several  whites  and  one  Indian 
were  accidentally  uncovered  during  a construction 
project  near  Glenwood,  Iowa.  A bitter  dispute  arose 
because  of  different  handling  of  the  aboriginal  and  the 
white  skeletons.  As  a result  of  this  and  other  incidents, 
the  Iowa  legal  code  relating  to  the  handling  of  human 
remnants  was  changed.^®'  ^ Similar  problems  have 
since  occurred  elsewhere  in  the  U.S.  and  also  in 
Australia.^^'^^ 

Over  the  past  several  years  the  reburial  issue  has 
been  addressed  many  times.  Resolutions  have  been 
passed  and  state  laws  enacted  or  proposed.  However, 
no  uniform  policy  for  handling  of  human  artifacts 
existed  at  the  federal,  state  or  local  levels  at  the  time. 
This  absence  of  established  policy  has  resulted  in  an  im- 
passe. 

A meeting  of  the  World  Archaeological  Congress 
scheduled  for  August  7, 1989,  at  the  University  of  South 
Dakota  at  Vermillion,  should  interest  area  physicians. 
Its  theme  will  be  Archaeological  Ethics  and  the  Treat- 
ment of  the  Dead.  Although  not  directly  germane  to 
the  practice  of  medicine,  the  issues  being  explored  rep- 
resent yet  another  threat  to  the  methodology  of 
medicine  and  science.  The  Congress  hopes  to  examine 
all  aspects  of  this  complex  problem  and  to  investigate 
as  many  facets  of  the  reburial  issue  as  possible.  It  will 
be  the  first  multidisciplinary  effort  to  discuss  issues 
which  have  been  raised  on  a worldwide  scale. 

The  scientific  community  of  South  Dakota  should  be 
alert  to  the  reburial  issue,  the  upcoming  Congress  and 
the  possible  implications  that  exist. 
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I President  s Page 


Frank  D.  Messner,  MD,  President 
South  Dakota  State  Medical  Association 


Final  Installment 

Since  this  will  be  my  last  President’s  Page,  I would 
like  to  thank  all  of  the  staff  of  the  Medical  Associa- 
tion office  for  the  help  and  guidance  I have  received 
during  my  term  as  president.  We  are  very  fortunate  to 
have  Bob  Johnson  as  our  leader.  He  has  put  together 
a staff  and  an  organization  that  is  certainly  one  of  the 
best  in  the  country.  After  having  attended  a number  of 
national  and  regional  meetings,  it  is  very  evident  that 
we  are  the  envy  of  many  other  state  associations. 

I would  like  to  welcome  and  congratulate  Dr. 
Michael  Pekas,  as  our  incoming  president.  He  is 
knowledgeable  and  well  qualified  for  this  office. 

I would  also  like  to  thank  the  members  of  the  district 
medical  societies,  who  have  been  so  cordial  to  Mr. 
Johnson  and  myself,  as  we  visited  each  district  this  past 
year. 

I would  like  to  leave  you  with  one  project  to  work  on 
before  the  next  legislative  session.  This  is  in  reference 
to  mandated  health  benefits.  As  you  are  probably 
aware,  the  bill  we  introduced  this  past  session,  attempt- 
ing to  limit  mandated  benefits,  did  not  make  it  to  the 
floor.  The  reason  for  its  failure  was  mainly  due  to  a 
pending  case  before  the  State  Supreme  Court.  I believe 
there  still  exists  a considerable  amount  of  support  by 
many  of  our  legislators  for  some  type  of  legislation  to 
limit  mandated  benefits. 

I would  ask  you  to  discuss  this  with  your  own  senators 
and  representatives  when  the  opportunity  arises. 


We  still  believe  an  excellent  way  to  limit  the  rapid 
cost  of  medical  insurance  premiums  is  to  allow  the 
public  to  have  the  opportunity  to  purchase  only  the  care 
that  they  need  and  that  they  can  afford.  It  is  certainly 
not  fair  to  force  someone  to  purchase  a mandated 
benefit  that  he  cannot  afford  and  feels  he  will  not  derive 
any  benefit  or  use.  It  is  like  saying  that  every  car  made 
after  1990  must  have  air  conditioning. 

I am  sure  by  next  session  we  will  have  other  areas  of 
political  interest,  but  keep  this  issue  fresh  in  your  mind 
and  show  your  legislator  how  he  can  save  money  for  his 
constituents  by  allowing  freedom  of  choice. 

I wish  to  thank  the  members  of  the  State  Medical  As- 
sociation for  allowing  me  to  serve  as  president  this  past 
year.  I wish  you  and  your  families  the  very  best  that  the 
future  can  bestow  upon  you.  # 
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YOUR  GOOD 
EXPERIENCE 


Dividend  Program  established  for 
physicians  and  surgeons  in  South 
Dakota  by  St.  Paul  Fire  & Marine 
Insurance  Company.  Your  collective 
efforts  to  bring  down  medical  liability 
costs  in  South  Dakota  make  it  possible 
for  us  to  deliver  on  our  promise. 

Congratulations  to  the 
physicians  and  surgeons  in 
South  Dakota  insured  with  us. 


Thank  You! 
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The  Adverse  Effects  of  Aspirin 

Robert  E.  Van  Demark,  Sr,  MD,  Editor 

Formerly  considered  one  of  the  safest  over-the- 
counter  drugs,  more  attention  is  now  being  given 
to  adverse  effects  of  aspirin  and  its  indiscriminate  use. 
Aspirin  has  received  much  adverse  publicity  for  its  ef- 
fects in  children  recovering  from  chickenpox  and 
influenza.  Reye’s  syndrome,  with  vomiting,  liver  abnor- 
malities, encephalopathy  and  a death  rate  of  35%,  has 
been  linked  to  aspirin  use  by  many  studies,  including 
studies  conducted  by  the  Centers  for  Disease  Control. 

In  adults,  when  given  acutely  in  large  doses,  aspirin 
can  cause  uric  acid  retention  and  may  precipitate  an  at- 
tack of  gouty  arthritis  by  competing  with  uric  acid  and 
probenecid  for  excretion  into  the  tubules.  If  patients 
are  taking  uricosuric  drugs,  aspirin  use  can  be  a 
problem. 

Renal  toxicity  appears  with  the  combination  of 
aspirin  with  phenacetin  and  caffeine  (APC  tablets) 
which  may  lead  to  chronic  toxicity.  Both  a reduction  in 
prostoglandin  and  a direct  toxic  action  of  the  combina- 
tion on  the  tubular  cells  result  in  kidney  damage. 
Accordingly,  this  combination  should  be  avoided  in 
patients  with  chronic  renal  insufficiency. 

Aspirin  intolerance  is  usually  seen  in  patients  with 
severe  asthma,  chronic  urticaria,  rhinitis,  and  nasal 
polyps.  It  is  best  avoided  in  such  patients  in  whom  even 
an  anaphylactic  reaction  may  occur. 


The  most  frequently  recognized  adverse  effect  of 
aspirin  is  related  to  its  use  by  patients  experiencing 
gastrointestinal  bleeding  with  a peptic  ulcer.  Thi.s 
bleeding  may  be  increased  by  the  platelet  inhibition  ef- 
fect of  aspirin. 

With  the  increased  general  use  of  anticoagulalivc 
therapy,  aspirin  can  be  a hazardous  problem  by  its 
potentiating  effect  on  warfarin  action. 

Although  effective  in  reducing  fever  in  small  doses, 
toxic  doses  of  aspirin  may  result  in  hyperthermia.  This, 
together  with  vomiting,  may  be  misinterpreted  as  due 
to  the  original  illness,  and  more  aspirin  given.  Dizzi- 
ness, headache,  delirium,  disturbances  in  acid-base 
balance,  dehydration,  and  rapid  breathing  may  occur. 
Treatment  of  acute  intoxication  includes  correction  of 
acid  base,  fluid  and  electrolyte  imbalance  with  removal 
of  any  residual  aspirin  in  stomach.  Treatment  includes 
gastric  lavage  or  emesis  followed  by  administration 
within  24  hours  of  a substance  that  enhances 
glutathione  synthesis.  The  current  choice  in  the  United 
States  is  N-acetylcysteine  (Mucomyst),  diluted  in  a soft 
drink  or  fruit  juice,  140  mg/kg  by  mouth  as  a loading 
dose  followed  by  70  mg/kg  by  mouth  every  4 hours  for 
17  doses. ^ # 
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Management  of  the  Second  Stage  of  Labor:  A 
Review  (Part  I) 

Interventions  related  to  the  second  stage  of  labor  are  reviewed. 


Robert  L.  Holland,  MD,  PhD^ 

David  A.  Smith,  MD^ 

ABSTRACT 

The  second  stage  of  labor  is  defined  as  that  time  from  the  completion  of  dilitation  of  the  cervix  to  the  delivery  of 
the  infant.  Considerable  controversy  exists  in  the  current  obstetric  and  midwifery  literature  concerning  the  ap- 
propriate management  of  this  stage  of  labor.  With  increased  use  of  regional  anesthesia,  electronic  fetal  monitor- 
ing and  the  shift  in  favor  of  active  management  of  labor,  the  second  stage  is  often  accompanied  by  forceful  hearing- 
down  efforts,  repeated  Valsalva  maneuvers  and  an  increase  in  the  use  of  forceps,  vacuum  extraction  and 
episiotomies.^'^  Probably  the  single  strongest  point  resulting  in  active  intervention  in  the  second  stage  of  labor  is 
the  rigid  use  of  the  Friedman  Curve.  This  approach  tends  to  insist  upon  a predetermined  time  interval  and 
promotes  early  intervention.  The  opinions  on  both  sides  of  this  controversy  are  the  topic  of  this  review. 


With  an  increased  emphasis  on  active  manage- 
ment of  labor,  many  studies  have  addressed  the 
normal  duration  of  the  second  stage  (Figure  1).  These 
studies  have  been  fraught  with  difficulty  due  to  lack  of 
a standardized  definition  of  the  onset  of  the  second 
stage  — from  complete  dilatation  by  vaginal  exam,  onset 
of  bearing- down  sensations  or  even  from  when  the  fetal 
head  is  first  visible.  In  addition,  maternal  position, 
medication  and  whether  pushing  is  done  spontaneous- 
ly or  is  directed  by  caregivers  also  influence  the 
duration  considerably.  Time  limits  have  been  set  from 
30-35  minutes  in  multiparas  to  45  minutes  in 
primigravidas  to  a maximum  of  2 hours  in  all  cases 
(Table  I). " 

Abnormalities  of  the  second  stage  have  been  termed 
as  either  a protraction  or  arrest  of  descent.  Protraction 
of  descent  has  been  defined  as  descent  occurring  at  less 
than  1 cm/hr  in  nulliparas  and  2 cm/hr  in  multiparas."* 
For  many  years  strong  warnings  were  given  about  the 
hazards  of  allowing  the  second  stage  to  be  prolonged. 
Heilman  and  Prystowsky^  presented  data  which 
showed  that  patients  in  whom  the  second  stage  of  labor 
was  longer  than  2 hours  were  at  an  increased  risk  for 


^Former  Chief  Resident  in  Obstetrics  and  Gynecology,  USD 
School  of  Medicine,  Yankton,  SD.  Now  in  private  Obstetrics 
and  Gynecology  practice  at  the  Yakima  Valley  Farm 
Workers  Clinic,  Grand  View,  WA. 

^Associate  Professor  in  Family  Medicine  and  Psychiatry, 
USD  School  of  Medicine,  Yankton,  SD. 
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Figure  1 

Friedman’s  Curve:  Normal  cervical  dilation  and  de.scent 
of  the  fetal  head  during  the  several  stages  of  labor..  (Fried- 
man EA,  Dysfunctional  Labor.  In  Sciarra  JW,  ed.  Gynecol- 
ogy & Obstetrics.  Philadelphia:  Harper  & Row,  Rev.  1986, 
Vol.  2,  Ch.  73,  p 4.  Reprinted  by  permission. 

perinatal  and  maternal  morbidity.  Interpretation  of 
these  data  have  lead  to  the  feeling  that  delivery  of  the 
fetus  should  be  accomplished  before  two  hours  of  the 
second  stage  has  passed.  As  a result,  many  unnecessary 
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OF  LABOR 


Table  I 


Composite  Data  on  Course  of  Labor 


Group 

Latent 

Phase 

(hr) 

Active 

Phase 

(hr) 

Maximum 

Dilatation 

(cm/hr) 

Deceleration 

Phase 

(hr) 

Maximum 

Descent 

(cm/hr) 

Second 

Stage 

(hr) 

Nulliparas 

Mean 

6.4 

4.6 

3.0 

0.84 

3.3 

1.1 

SD 

5.1 

3.6 

1.9 

1.0 

2.3 

0.8 

Limit* 

20.1 

11.7 

1.2 

2.7 

0.96 

2.9 

Multiparas 

Mean 

4.8 

2.4 

5.7 

0.36 

6.6 

0.39 

SD 

4.9 

2.2 

3.6 

0.3 

4.0 

0.3 

Limit* 

13.6 

5.2 

1.5 

0.86 

2.1 

1.1 

*Fifth  or  95th  percentile  distribution  value.  SD,  standard  deviation.  From  Friedman  EA,  ed.  Labor:  clinical  evaluation  and 
management,  2nd  ed.  New  York:  Appleton-Century-Crofts,  1978.  Reprinted  by  permission. 


forcep  or  vacuum  extraction  deliveries  or  cesarean  sec- 
tions may  have  been  performed.^  Other  investigators 
have  taken  a different  view.  Cohen^  showed  that  the 
duration  of  the  second  stage  of  labor  bears  no  relation- 
ship to  perinatal  outcome,  if  patients  with  fetal  distress 
or  traumatic  deliveries  are  eliminated.  That  is,  as  long 
as  no  fetal  heart  rate  abnormalities  are  present  in  a par- 
turient in  good  health,  and  there  is  at  least  some 
progress  seen  in  the  second  stage,  that  intervention  is 
unnecessary.^ 

Although  the  circumstances  surrounding  a par- 
ticular labor  may  cause  considerable  variation  (such  as 
large  babies,  with  longer  second  stages),^  it  is  general- 
ly reported  that  the  mean  second  stage  duration  in 
normal  spontaneous  vaginal  deliveries  varies  from  25- 
75  minutes  for  primagravidas  to  13-17  minutes  for 
multigravidas.^’^' 

It  has  been  customary  to  separate  the  first  and  the 
second  stages  of  labor  suggesting  that  they  are  separate 
entities,  but  descent  and  rotation  of  the  fetal  head  often 
occurs  prior  to  complete  dilitation  of  the  cervix."*  If 
labor  is  left  undirected,  following  complete  dilatation 
of  the  cervix  a lull  frequently  occurs.^  As  the  fetal  head 
begins  to  descend,  the  pelvic  floor  becomes  more 
stretched  with  the  release  of  endogenous  oxytocin 
(Fergusson’s  Reflex)  and,  probably  the  release  of  pros- 
taglandins, which  presumably  bring  on  bearing-down 
sensations,  similar  to  an  urge  to  have  a bowel  move- 
ment. The  urge  develops  spontaneously  and 
irresistably  intensifies. 

The  intensity  of  the  sensations  usually  increases 
rapidly.  These  feelings  are  not  totally  uniform  and 
some  are  short  and  mild  while  others  are  strong  and 
longer.*^’*^  In  studies  by  Caldeyro-Barcia,^’*^’*^  spon- 
taneous pushing  efforts  were  noted  to  persist  for  about 
five  seconds  if  undirected  or  ten  seconds  if  parturients 
were  told  to  bear  down.  Additionally,  there  appears  to 
be  about  a three-fold  increase  in  spontaneous  pushing 
efforts  during  the  later  part  of  the  second  stage. 


Epidural  anesthesia  has  been  reported  to  increase 
the  number  of  instrumental  deliveries.  This  is,  in  part, 
due  to  a loss  of  bearing-down  efforts  due  to  perineal 
analgesia  causing  a loss  of  the  recognition  of  the  urge 
to  push  and,  in  part,  due  to  the  associated  hmher  in- 
cidence of  occipitoposterior  presentations.*  These 
views  are  not  universally  accepted.^**  Many  physicians 
allow  the  epidural  to  "wear-off  as  the  second  stage  ap- 
proaches to  avoid  these  potential  problems. 

If  the  second  stage  appears  to  stall,  there  is  a tenden- 
cy to  intervene  with  IV  oxytocin  to  improve  the  quality 
of  contractions.  A simple  and  more  natural  approach 
may  be  to  initiate  nipple  stimulation  with  warm  towels 
followed  by  a change  in  position  and  possibly  ambula- 
tion. If  an  arrest  is  related  to  maternal  sedation  or 
anesthesia,  it  may  be  reasonable  to  allow  time  for  the 
medication  effects  to  abate  instead  of  more  aggressive 
intervention. 

PUSHING  IN  THE  SECOND  STAGE  OF  LABOR 

Pushing  efforts  in  the  second  stage  of  labor  can  be 
described  by  both  the  breathing  techniques  used  and  by 
the  duration  of  the  efforts.  Breathing  techniques  in- 
clude closed  glottis  (complete  closure  of  glottis  with  no 
air  escaping),  open  glottis  (only  partially  closed  glottis 
with  subsequent  vocalization)  and  intermittent  exhala- 
tion  (a  combination  of  techniques). 

It  has  become  common  practice  for  clinicians  to  urge 
a parturient  to  push  steadily  and  strenuously  with  a 
closed  glottis  from  dilatation  to  delivery,  although  the 
benefits  to  the  mother  and  infant  have  not  been  docu- 
mented.^’^"* Some  investigators  have  felt  it  inconsistent 
to  prohibit  pushing  in  women  who  are  nearly  dilated 
and  having  a very  strong  urge  to  push  while  insisting  that 
women  without  a reflexive  urge  to  push  but  who  have 
become  10  cm  dilated  utilize  prolonged  closed  glottis 
pushing. 

The  rationale  for  insisting  on  prolonged  closed  glot- 
tis pushing  appears  to  be  that  this  will  shorten  the 
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second  stage  of  labor  and  thus  benefit  the  fetus.  Others 
feel  that  forceful  straining  will  harm  both  the  mother 
and  fetus  and  results  in  increased  intervention.^ 

Many  researchers  feel  that  use  of  closed  glottis 
breathing  (Valsalva’s  maneuver),  especially  of  long 
duration,  can  result  in  decreased  oxygenation  of  mater- 
nal blood,  fetal  hypoxia,  wide  variations  in  maternal 
blood  pressure  and  maternal  exhaustion,^  especially  if 
the  method  is  encouraged  before  the  urge  to  push  oc- 
curs. Caldeyro-Barcia^^'^^  presented  selected 
electronic  fetal  monitoring  (EFM)  tracings  of  women 
during  the  second  stage  of  labor,  showing  early 
decelerations  of  the  fetal  heart  rate  (FHR)  being 
caused  by  a vagal  response  from  fetal  head  compres- 
sion occurring  concurrently  with  the  voluntary  bearing- 
down  efforts.  He  also  showed  selected  tracings  when 
bearing-down  efforts  were  spontaneous  and  performed 
by  the  parturient  without  being  coached  to  prolong  the 
pushing.  Fetal  heart  decelerations  were  less  in  these 
cases.  He  contended  that  prolonged  (i.e.,  coached) 
bearing-down  efforts  with  closed  glottis  breathing  with 
its  associated  marked  increase  in  intrathoracic  pres- 
sure, produced  a drop  in  venous  return  to  the  heart  with 
a subsequent  drop  in  maternal  cardiac  output  and 
arterial  pressure.  This  was  directly  related  to  the  dura- 
tion of  the  maneuver.  The  fall  in  arterial  pressure  is 
thus  thought  to  cause  a drop  in  perfusion  of  the 
placenta  and  eventually  produce  fetal  hypoxia  which 
was  thought  to  be  reflected  in  fetal  heart  rate  decelera- 
tions. The  paper  presented  little  supporting  data. 

More  specific  data  is  presented  by  Bassell  et  al^^  who 
measured  blood  pressures  in  laboring  women. 
Measurements  were  made  in  which  the  women  were  in 
a supine  position,  before  and  after  a wedge  was  placed 
under  the  right  hip  to  produce  uterine  displacement  to 
the  left.  The  blood  pressures  were  recorded  in  twelve 
women  between,  during  and  following  uterine  eontrac- 
tions  both  with  and  without  voluntary  bearing-down. 
They  noted  increased  blood  pressure  with  contractions. 
In  addition,  with  bearing-down  efforts,  the  pressure  in- 
creased significantly  and  pulse  pressures  decreased, 
suggesting  a reduction  in  blood  flow.  The  effects  of 
bearing-down  were  not  influenced  by  the  uterine  dis- 
placement. The  authors  suggested  that  the  observed 
pressure  changes  represented  fetal  hypoxemia  or  pos- 
sibly hypoxia  or  acidosis.  Recent  studies  of  fetal  heart 
rate  changes  have  shown  that  the  presence  of  short- 
term or  beat-to-beat  variabililty  would  have  been  more 
indicative  of  fetal  acid-base  status.  This  method  of 
study  seems  preferable  to  more  accurately  ascertain  the 
fetal  status. 

As  the  second  stage  progresses,  early  FHR  decelera- 
tions are  observed,  frequently  followed  by  late 
decelerations,  if  straining  and  closed-glottis  breathing 
are  continued.  Oftentimes  at  this  point,  the  women  are 
encouraged  to  push  even  harder  to  accelerate  the 
delivery  or  the  decision  to  intervene  with  forceps  or  C- 
section  is  made.  Maternal  exhaustion,  erratic  blood 


pressure  changes,  subconjunctival  hemorrhages  and 
the  potential  for  excessive  cardiovascular  stress  (in 
those  with  preexisting  cardiac  disease)  or,  rarely,  a rup- 
tured berry  aneurysm^  are  also  associated  with 
prolonged  Valsalva  maneuvers. 

In  a slower  second  stage,  fascial  and  muscle  lacera- 
tions are  often  minimized  as  are  skin  and  mucosal  tears. 
There  is  also  a reduced  chance  of  injury  to  the  uterus, 
bladder  supports  and  anterior  vaginal  wall.  Caldeyro- 
Barcia  et  al  reported  that  fetal  pH,  PO2,  PCO2  and 
base  deficit  at  birth  were  similar  in  infants  born  follow- 
ing short  second  stages  (15-60  minutes)  in  women  who 
had  pushed  on  command  and  those  born  after  longer 
second  stages  (60-120  minutes)  in  women  who  pushed 
spontaneously,  often  with  intermittent  closed-open 
glottis  breathing. 

Mild,  brief  fetal  bradycardia  and  decelerations  can 
occur  in  more  than  90%  of  normal  second  stage  labors 
and  pathologic  tracings  are  found  in  about  1%.^^  Most 
second  stage  bradycardia  and  decelerations  are  due  to 
increased  fetal  intracranial  pressure  and  reflex 
parasympathetic  activity.  Intermittent  cord  compres- 
sion, especially  with  nucal  or  short  cords,  is  common  as 
birth  approaches.  Some  compression  may  respond 
favorably  to  maternal  position  changes. The 
presence  of  second  stage  bradycardia  alone  may  not  be 
associated  with  significant  fetal  compromise  but  if 
variability  is  lost  for  more  than  50%  of  the  second  stage, 
then  the  chance  for  fetal  depression  is  high.^"  These 
studies  were  done  with  the  patient  supine  and  the  ef- 
fects of  position  on  the  FHR  abnormality  was, 
unfortunately,  not  addressed. 

The  ambiguity  brought  about  by  FHR  changes  in  the 
second  stage  can  often  be  removed  by  using  fetal  scalp 
pH  measurements  which  are  far  superior  to  the  predic- 
tive value  of  the  FHR  alone.  Neonatal  pH  should  be 
greater  than  7.20.  The  sampling  of  scalp  blood  to  check 
the  significanee  of  suspicious  FHR  tracings  may  sig- 
nificantly reduce  the  number  of  unnecessary  cesarean 
sections. 
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Jacquelyn  Gunnarson,  President,  South  Dakota  State 
Medical  Association  Auxiliary 

How  Well  Do  You  "Measure  Up"? 

Did  your  parents  have  a special  hidden  spot  on  a 
wall  showing  pencil  meu'ks  where  they  recorded 
how  much  their  children  had  grown  during  the  year? 
Mine  had  this  and  we  then  carried  that  tradition  on  in 
our  own  family.  The  only  difficulty  we  had  was  when 
moving  to  another  home  it  had  to  begin  all  over  again. 

We  often  heard  the  question  asked,  "Dad  and 
Mom. ..How  much  have  you  grown  this  year?"  A young 
child  doesn’t  realize  that  we  come  to  a point  in  life 
where  we  just  don’t  grow  UP  anymore.  Our  "growth"  is 
recorded  in  other  ways. 

Because  this  is  my  last  monthly  article  for  the 
SOUTH  DAKOTA  JOURNAL  OF  MEDICINE,  and  in 
appreciation  to  everyone  involved,  I want  to  share  some 
things  from  our  SDSMA  Auxiliary  "Growth  Chart"  so 
you  will  be  informed  of  areas  which  otherwise  may  have 
been  only  marked  in  a hidden  and  seldom  seen  place. 

The  end  result  of  our  initial  planning  is  sometimes 
unbelievable.  The  opportunity  of  writing  this  page  each 
month  was  a privilege.  I have  been  encouraged  by  the 
responses  that  have  been  received.  If  our  communica- 
tions can  positively  affect  other  lives.. .then  it  has  been 
worthwhile. 

Are  you  aware  that  of  the  approximately  1000 
physicians  living  in  South  Dakota.. .1/4  of  them  have 
served  for  1/3  of  the  century?  In  honor  of  March  30th 
Doctors’  Day  this  centennial  year,  approximately  250 
certificates  of  appreciation  were  mailed,  by  the 
Auxiliary,  to  those  who  received  their  MD/DO  35  years 
ago  or  more.  District  Nine  Auxiliary  began  the  project 
and  approximately  75  physicians  in  their  district  were 


acknowledged.  District  Seven  had  about  50,  and  the 
other  125  went  to  those  in  the  rest  of  the  state.  A Medi- 
cal Emergency  Handbook  has  been  printed  as  an 
Auxiliary  health  project,  with  cooperation  from  various 
sponsors,  and  available  for  distribution  throughout  the 
state. 

We  have  attained  the  highest  membership  total  in 
our  Auxiliary’s  79-year  history.. .and  for  the  first  time 
will  seat  3 delegates  at  the  National  Convention.  Each 
district  in  the  state  increased  membership  and  in- 
dividuals from  the  Auxiliary  also  paid  memberships  for 
most  of  the  medical  student  and  resident  spouses.  This 
will  allow  them  to  receive  our  national  publications  and 
encourage  them  to  become  active  members  in  the  fu- 
ture. We  challenged  our  sister-state  of  North  Dakota 
to  match  us  in  gaining  100  new  members  in  honor  of  the 
mutual  100th  anniversary.  We  have  met  our  part  of  that 
goal. 

A personal  outreach  of  mine  has  been  to  visit 
Auxiliary  members  in  each  of  the  12  districts  in  the 
state.  By  the  time  you  read  your  May  Journal  this 
should  have  been  accomplished.  It  has  been  refreshing 
to  see  and  hear  in  person  what  is  being  achieved  at  the 
grass-roots  level  in  each  area.  Many  times  I have 
quoted  the  following  from  the  inaugural  address  of 
AMA  Auxiliary  President  Mary  Strauss.. .and  have  had 
requests  for  copies: 

PEOPLE  ARE  UNREASONABLE.  ILLOGICAL,  SELF- 
CENTERED-LOVE  THEM  ANYWAY. 

IF  YOU  HAVE  A COMMITMENT,  PEOPLE  WILL  AC- 
CUSE YOU  OF  SELFISH,  ULTERIOR  MOTIVES.... HAVE 
A COMMITMENT  ANYWAY. 

IF  YOU  ARE  SUCCESSFUL,  YOU  WILL  WIN  FALSE 
FRIENDS  AND  TRUE  ENEMIES. ...BE  SUCCESSFUL 
ANYWAY. 

THE  GOOD  YOU  DO  TODAY  WILL  BE  FORGOTTEN 
TOMORROW....DO  GOOD  ANYWAY. 

WHAT  YOU’VE  SPENT  YEARS  BUILDING  CAN  BE 
TORN  DOWN  OVERNIGHT....BUILD  ANYWA  Y. 

GIVE  THE  WORLD  THE  BEST  YOU  HAVE  AND  YOU 
MAY  GET  KICKED  IN  THE  TEETH....BUT  GIVE  THE 
BEST  ANYWAY! 


The  theme  for  my  year  has  involved  communication. 
The  word  communication  has  the  same  Latin  root  as 
the  word  "common".  How  many  areas  of  common- 
ground  are  you  able  to  measure  on  your  own  "growth 
chart"...and  thereby  meet  the  challenges  of  effective 
communication?  # 


x 
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South  Dakota  State  Medical  Associatioi 


Forrest  T.  Miller 

Sales  Representative 


PARKE-DAVIS 

5005  W 47th  Street 

Sioux  Falls.  South  Dakota  57106 

(605)  361-7929 

Distribution  Center 

(1-800)  323-8683  • (1-312)  640-5400 


WALLACELABORATORI  ES 


DIVISION  Of  C A RTE  R - WA  LLAC  E , I N C - 


ers 

0851? 


SDSMA  members  have  earned 
dividends  on  their  workers' 
comp,  insurance  ranging  from 
10%  to  43.5%  per  year! 


The  D 


lOISTA 


Robert  Reid 
Marketing  Rep. 
(402)  572-4019 


son  Plan 


Dodson  Group 
Home  Office 
1-800-825-3760 
Ext.  2990 


ELI  LILLY  AND  COMPANY 
DISTA  PRODUCTS  COMPANY 


LILLY  CORPORATE  CENTER 
INDIANAPOLIS,  INDIANA  46285 


FISONS 

■ Pharm; 


Pharmaceuticals 
Prescription  Products 


MONICA  JONES 

SALES  REPRESENTATIVE 


P.O.  BOX  130 
CHESTER,  SO  57016 
(605)489-2190 


ismui 

Property  SiUabilily 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 
385  Washington  Street, 

St.  Paul,  Minnesota  55102 
Telephone  (612)  221  791 1 


TO  LEAVE  A MESSAGE 
800-234-3344  / ADD.  # 3274 


South  Dakota 
Foundation  for 
medicol  Core 


1323  S.  MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 
PHONE  (605)  336-3505 


Williams  Insurance  Agency 


A 


704  West  Avenue  North 
P O Box  1507 

Sioux  Falls,  South  Dakota  57101 
605-336-0940 
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1989  Annual  Meeting  SPONSORS 


MSD 

MERCK 

SHARFk 

DOHME 

South  Dakota 
Blue  Shield 

DIVISION  OF  MERCK  & CO.,  INC. 

WEST  POINT,  PENNSYLVANIA  19486 

1601  West  Madison  405  East  Omaha 

Sioux  Falls  Suite  #7 

336-1976  or  Rapid  City 

1-800-952-1976  343-6755 

ORTHO 

pharmaceutical 

CORPORATION 

PO  Box  300 

Raritan  New  Jersey  08869  0602 

ORTHO 

OFFICE  PHONE 
(605)  334-3322 

w 

1 1 TSgt  Bruce  Trickel 

1 1 HEALTH  PROFESSIONS  RECRUITER 

1 1 USAF  RECRUITING  OFFICE 

1 1 2201  W 49TH  ST  . SIOUX  FALLS,  SD  57105-6551 

Lowell  W.  Edwards,  CMR 

Senior  Territory  Manager 

Canton,  SD 

\i.AaiHKH 

Business  Resources,  Ltd. 

//f\\  Business  Computer  Systems  Specialists 

"The  Complete  Solution" 

( J 620  S.  Clift  Ave  i j 422  5lh  Ave  S E 

P 0 Box  904  RO  Box  1902 

Sioux  Falls,  SD  57101  Aberdeen.  SD  57401 

339-4176  226  0673 

CONTEI.  Ml  NDS'"  11  M E D 1 C A i. 
PRACTICE  MANAGEMENT  SYSTEM 

Hoechst  B 

Jan  Fodness 

Sales  Representative 

Hoechst-Roussel 

Pharmaceuticals  Inc. 

\^11SYSS 

Tito  Computer  Solutions  Company  for  Service  and  Support. 

1612  Olive  Drive 

Sioux  Falls,  S.D.  57103 
(605)  336-9422 

BRISTOL-MYERS 

US.  PHARMACEUTICAL 

AND  NUTRITIONAL  GROUP 

dfc  /Minneapolis 

C)  Heart 
; Institute 

‘^'"Providing  complete 
consultative  cardiovascular 
care  for  people 
of  all  ages.'’ 

EVANSVILLE,  INDIANA  47721  0001 

920  E.  28th  Street 

Minneapolis,  MN  55407 

612-863-3975 

Toll  Free  1-800-328-5015 
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MILES 


Pharmaceutical 

Division 

Miles  Inc. 

1308  Olive  Drive 
Sioux  Falls,  SD.57103 
605  336-9701 


Pharmaceutical  Sales 
Representatives 

Leland  (Lee)  Whipkey 
Shirley  Guthmiller 


Sioux  Falls 
Aberdeen 


BEST  SYSTEMS  & SERVICES,  INC. 

624  W.  10th  Street 

Sioux  Falls,  South  Dakota  57101 


Steven  P.  Rebnord 
President 


Allen  & Hanburys/ 

Glaxo  Phann. 


Brad  D.  Anderson  George  Williams 

706  First  Avenue,  South  4604  Nathan 

Sioux  Falls,  SD  57104  Sioux  Falls,  SD  57103 


IVI 


MARION  LABORATORIES,  INC. 

KANSAS  CITY,  MISSOURI 


Computeflcincl 


ComputerLand  of  Sioux  Falls 

3809  South  Western  Avenue 
Post  Office  Box  88308 
Sioux  Falls,  SD  57105 
(605)  338-5263 
FAX  (605)  338-7130 


RORER  PHARMACEUTICALS 


a division  of 

RORER  PHARMACEUTICAL  CORPORATION 
FORT  WASHINGTON,  PA  19034 


Aberdeen  * Brookings  * Huron 
Madison  * Mitchell  * Pierre 
Rapid  City  • Sioux  Falls  * Yankton 

Travel  Agency 

South  Dakota's  Largest 
Travel  Agency 


1321  West  10th 
Sioux  Falls,  SD  57104 
605-335-8149 


E.R.  Squibb  & Sons 

United  States 


Pat  Renli 

Full-Line  Representative 
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Wellcome 


BURROUGHS  WELLCOME  CO. 


Steven  D.  Ludens 
Professional  Representative 
605/338-1602 


SCHOOL  OF  mEDICINE 
RLUfTlNI  FOUNDRTION 


THE  UNIVERSITY  OF  SOUTH  DPKOTP, 


Olsen  Computing 

A Valcom  Computer  Center 


ROeRIG  <9 

A Division  of  Pfizer  Pharmaceuticals 


2111  WEST  49th  STREET 

SIOUX  FALLS,  SOUTH  DAKOTA  57106 

605  - 336-1111 


JERRY  T.  RATH 

MEDICAL  SERVICE  REPRESENTATIVE 


AMY  BAYMILLER 
Manager 


3908  Carnegie  Circle 

Sioux  Falls,  South  Dakota  57106  (605)  361-9772 


ROCHE  LABORATORIES 
Division  of  Hoffmonn-Lo  Roche  Inc 
Nutley,  New  Jersey  071 10 


Smith  Kline  SFrench 
Laboratories 

A SMITHKLINE  BECKMAN  COMPANY 


John  M.  Kavanaugh 
Sioux  Falls,  SD 


Elizabeth  K.  Braunstein 


V.L.  (CHUCK)  MC  CARTHY 
Sales  Representative 
Chronic  Care  Products 
Sioux  Falls,  SD  57105 
(605)  332-6434 


GAYLE  REINHART 
Sale  Representative 
Acute  Care  Products 
Sioux  Falls,  SD  57103 
(605)  332-0339 


Rapid  City,  SD 


Regional  Sales  Office 
(312)  969-5552 


PRINCETON 

PHARMACEUTICAL 

PRODUCTS 

A Squibb  Company 


MARK  SWANSON 

PROFESSIONAL  SALES  REPRESENTATIVE 


208  East  35th 
Sioux  Falls,  SD  57105 
(605)  339-%62 


PHYSKIANS^  S01EDULE  SOME 
TIME  FOR  YOUR  COUNTRY. 

Many  physicians  would  like  to  devote  some  nme  to  their 
country  in  a local  Army  Reserve  unit.  We  know  that  making  a week- 
end commitment  can  be  difficult  for  most  physicians.  So  it  is 
pracncal  for  the  Army  Reserve  units  to  be  flexible  about  nme  It  s 
worth  discussing 

Incidentally,  in  addinon  to  sansfying  your  own  desire  to 
serve  your  country,  there  are  excepnonal  opporrunmes  to  do  some- 
thing totally  different  from  a day-to-day  rounne  Opporrunmes 
to  study  new  areas  of  medicine,  meet  new  people  in  your  specialty, 
and  be  a pan  of  one  of  the  world's  most  advanced  medical  teams 

Discuss  the  opporrunmes  with  our  Army  Medical  Personnel 
Counselor  Call:  (collect)  303-361-8841/3889 
CAPTAIN  DEENA  NORTH 
AMEDD  Officer  Procurement 
II  ..8  ■ ARMY  RESERVE! 


MAY  1989 


19 


V.KKH  computer  services 

RUSHMORE  MUTUAL  LIFE 

SERVING  THE  UPPER  MIDWEST  FOR  25  YEARS 

625  Ninth  Street 

CORPORATE  OFFICES  STUART  UGGEN 

BOX  3105  • 322  BROADWAY 

FARGO,  NO  DAK  58108  ACCOUNT  REPRESENTATIVE 

Rapid  City,  South  Dakota 

701-237-6128 

RICHARD  A.  BRAY 

PRESIDENT 

Y 

IwmiHJ j±j  1 1 1 LLJLiJ  1 1 

Biotherapeutics' 

Great  Plains  Biotherapeutics  Inc. 

1201  S.  Euclid  Avenue 

PHARMACEUTICAL  DIVISION 

EVANSVILLE  INDIANA  A7721 

Sioux  Falls,  South  Dakota  57105 

Q ABBOTT 

A 

SANDOZ 

Diagnostics  Division 

Minneapolis  District  Sales  Office 

3800  West  80th  Street,  Suite  1460 

Bloomington,  MN  55431 

Dave  Szela 

Sioux  Falls,  SD 

. 

SANDOZ  Pharmaceuticals 
Corporation 

East  Hanover,  New  Jersey  07936 

Schering  Laboratories 

Kemlwonh,  New  Jersey 

^Idyonics® 

JOHN  E.  LOWER 

Professional  Pharmaceutical  Representative 

1605  South  Glendale  Avenue 
Sioux  Falls,  SD  57105 
Telephone  (605)  334-6777 

Dyonics,  Inc. 

160  Dascomb  Road 

Andover,  Massachusetts  01810 
(508)  470-2800 

TWX  710-347-0337 

FAX  (508)  470-2193 

20 


SOUTH  DAKOTA 


WYETH-AYERSr 

LABORATORIES 

Philadelphia,  PA  19101 


The  Specialist 
in  Professional 
Liability  Insurance. 

Insurance  Corporation  of  America. 

P O Box  56308,  Houston,  Texas 
77256  Telephone  (713)  871-8100 


David  G.  Hottmann 

Senior  Vice  President 
and  Trust  Officer 


Orirst 

Interstate 

Bank 


Stephen  M.  Warwick 

Vice  President 
Trust  Officer 


First  Interstate  Bank 
fo  South  Dakota,  N.A. 


CIBA-GEIGY 

CORPORATION 

PHARMACEUTICAL 

DIVISION 


601  South  Minnesota 


P.O.  Box  1348 


Sioux  Falls,  SD  57101 
605  335-4001 


MIDWEST 

BACK 

CENTER,  INC 


SUMMIT,  NEW  JERSEY 


Merrill  Lynch 


Specializing  in  the  treatment  of  low 
back  disorders. 


Merrill  Lynch, 

Pierce,  Fenner  & Smith  Inc. 


Quality  care  provided  bv: 

Joseph  R.  Cass,  M.D., 

Medical  Director  Director 

PhilipC.  Moe,  R.P.T 


1301  South  Ninth  Avenue, 
Suite  201 

Sioux  Falls,  South  Dakota 

338-5040 
Or  call  toll-free 

1-800-338-4147 


101  South  Phillips 

Sioux  Falls,  South  Dakota  57102 

605  335  0500 


SOUTH  DAKOTA  PHYSICIANS  EQUITY  PARTNERS  I 
managed  by 

Round  Hill 
Asset 

Management^  Inc. 

“our  goal  is  the  highest  rate  of  return  consistent  with  preservation  of  capital” 

Above-average  returns  over  8 years 

CHANNING  H.  LUSHBOUGH 
Marketing  Representative 

TELEPHONE:  (312)  998-9420 
420  ELM  STREET  • GLENVIEW,  ILLINOIS  60025-4949 


SOUTH  DAKOTA  PHYSICIANS'  HEDGED  INVESTMENTS, 
LIMITED  PARTNERSHIP  I 

managed  by 

^^^HEDGED 

SECURITIES 

FUND/-^p 

General  Partner 

Above-average  returns  over  10  years 

CHANNING  H,  LUSHBOUGH 

Marketing  Representative 

TELEPHONE:  (312)  998-9420 
420  ELM  STREET  • GLENVIEW,  ILLINOIS  60025-4949 
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A Century 
of  Caring 

1886-1986 


■ 1 

no^^h 
central 
credit's  ine. 

I 


J 


Collection  Specialists 


1101  E.  Philadelphia 
P.  0.  Box  1314 
Rapid  City,  SD  57709 
605  / 348-1 340 


BETTE  BONK 

MARKETING 

REPRESENTATIVE 


LABORATORIES  DIVISION 

PFIZER  INC.,  NEW  YORK,  N Y 10017 


ANNE  GARRY 
RAPID  CITY,  SD  57709 
SALES  REPRESENTATIVE 


m, 


listen,^ 
we  understand. 
That's 

the  difference. 


PIPER,  JAFFRAY 
&HOPWOOD 


INCORPORATED 


Where  understand ir>s  you  comes  first 


201  South  Phillips  Avenue 
P.O.  Box  5007 

Sioux  Falls,  South  Dakota  57117 
605-336-2070 


WEWBEH  SiPC  NEW  YOfiK  STOCK  EXCHANGE  INC 


CIBA-GEIGY 

CORPORATION 

PHARMACEUTICAL 

DIVISION 

SUMMIT,  NEW  JERSEY 


A 


PROFESSIONAL  MUTUAL  INSURANCE  CO. 
RISK  RETENTION  GROUP 


WILLIAM  T.  EATON 


2 EAST  C.REGORY  - PO  BOX  K470 
KANSAS  CITY.  MO  Ml  14 


(816)  52.1-18.15 
8(X)-82I-.15I5 


SYNTEX 


The  Institute  for  Low  Baek  Care 


2800  Chicago  Ave.  S. 
Minneapolis,  MN  55407 
(612)  874-6666 


SYNTEX  LABORATORIES,  INC. 
PALO  ALTO,  CALIFORNIA  94304 


Ron  Gjoraas 
Representative 
5405  W.  49th  St. 

Sioux  Falls,  SD  57106 


22 


SOUTH  DAKOTA 


g ABBOTT 

Pharmaceutical  Products  Division 

AXlEdwards 

^ INVESTMENTS  SINCE  1887 

Ken  Munch 

Dan  Schoenfelder 

LARRY  RAU 

STAN  HOFFMAN 

Sioux  Falls,  SD 

Rapid  City,  SD 

(60S)  339-2150 

South  Dakota  State  Medical  Association 
sincerely  appreciates  the  support 
of  these  sponsors  for  our 
1 989Annual  Meeting 


BC/BE  FAMILY 
PRACTITIONER 

needed  to  join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal. 

Send  curriculum  vitae  or  inquires 
to: 

Lake  Region  Clinic,  PC 

Attn:  Joel  Rotvold 

PO  Box  1100 

Devils  Lake,  ND  58301 

or  call  collect  at  701-662-2157 
for  further  information 


BC/BE  Internist 

needed  to  Join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal.  Send  curriculum  vitae  or 
inquiries  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 

or  call  collect  at  (701)  662-2157  for 
further  information 
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South  Dakota 
Founckution  for 
fTledicol  Core 


IMPORTANCE  OF  DOCUMENTATION  IN  PRO  REVIEW 

SDFMC’s  nurse  reviewer  utilizes  HCFA  generic  screens  to  determine  if  cases  need 
to  be  referred  to  a physician  reviewer  for  identification  of  a potential  quality  issue. 
When  the  physician  reviewer  identifies  potential  quality  issues,  a letter  is  sent  to  the 
attending  physician  requesting  clarification  or  additional  information  relative  to  the 
potential  quality  problem.  The  attending  physician  is  given  2Q  days  to  respond  with 
information  for  the  physician  advisor. 

A consistent  problem  which  causes  screen  failure  and  prompts  physician  review  is 
a lack  of  adequate  documentation  in  the  medical  record.  It  is  extremely  important 
to  clearly  indicate  in  the  chart  the  rationale  for  lab  abnormalities,  the  patient’s  treat- 
ment plan,  and  particularly  when  a patient  is  being  sent  home  in  what  could  appear 
to  be  an  unstable  condition  but  with  mitigating  factors  present. 

Documentation  techniques  which  will  help  avoid  inquiries  from  case  review  include 
the  following: 

1)  Complete  History 

Past  history  and  reason  for  admission,  including  present  symptoms, 
disability,  and  progression;  failure  of  past  treatment  and  why  outpatient 
treatment  cannot  be  done. 

2)  Physical  Exam 

Description  of  physical  signs  relevant  to  illness;  assessment  of  acute- 
ness and  severity  of  illness. 

3)  Treatment  Plan  Including  Admitting  Diagnosis 

4)  Legible  Progress  Notes 

Salient  events  in  course  of  illness;  pertinent  dialogue  between 
physician/patient/family;  treatment  plans,  addressing  all  abnormal  results 
of  diagnostic  services. 

5)  Discharge  Note 

Final  diagnosis;  discharge  orders  for  medication;  patient  activities; 
follow-up  visits  and  disposition;  lab  work  still  awaiting  report  at  time  of 
discharge;  any  unstable  conditions  present  at  discharge. 
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this  Is  Your  Medical  Association 


Dr.  Roscoe  Dean,  Wessington  Springs,  received  the 
Centennial  Spirit  Award  from  the  School  of  Mines  and 
Technology  at  an  awards  ceremony  at  the  Ccimpus 
center  in  Rapid  City.  This  award  is  to  honor  an 
individual  who  has  been  outstanding  in  volunteer  work 
in  the  celebrating  of  our  state  centennial. 

Dr.  Dean  has  spent  countless  hours  in  coordinating 
the  Centennial  Wagon  Train;  originated  the  idea  and 
promotion  of  the  Centennial  Troubadours;  and  has 
taken  a special  interest  in  Native  Americans. 

* bC  * 4:  * 

Michael  E.  Johnson,  MD,  Wessington  Springs,  has 
been  named  a diplomate  of  the  American  Board  of 
Family  Practice. 


David  J.  Buchanan,  MD,  Huron,  recently  died  at  the 
age  of  61.  He  was  born,  August  12,  1927,  in  Wes- 
sington and  moved  to  Huron  as  a child.  Dr. 
Buchanan  graduated  from  Huron  High  School  in 
1945,  and  then  went  on  to  graduate  Cum  Laude  from 
Huron  College  with  his  bachelor  of  arts  degree.  He 
served  in  the  Navy  during  World  War  II.  He  at- 
tended the  USD  School  of  Medicine  for  two  years 
and  received  his  medical  degree  from  the  Illinois 
Medical  School  in  Chicago  in  1953. 

While  he  was  in  medical  school,  he  married  Elaine 
Thomson  in  1952,  in  Chicago.  Upon  completion  of 
an  internship  in  1954  and  a residency  in  obstetrics 
and  gynecology  in  1955,  in  Minneapolis,  the  couple 
returned  to  Huron  where  Dr.  Buchanan  practiced 
medicine  with  his  father.  Dr.  Robert  A.  Buchanan  for 
the  next  23  years. 

He  was  a member  of  the  Huron  Regional  Medical 
Center  professional  staff;  American  Medical  As- 
sociation; the  Fifth  District  Medical  Society;  the 
South  Dakota  State  Medical  Association,  where  he 
has  been  a member  of  the  council;  Blue  Shield  Board 
of  Directors;  Elks  Lodge;  and  was  an  elder  and  trus- 
tee of  the  First  Presbyterian  Church.  He  was  active 
in  Community  Counseling  Services  and  was  a 
recipient  of  the  Prestigious  Friends  of  Mental  Health 
Award  in  1988.  He  also  served  on  the  Huron  Col- 
lege Board  of  Trustees  for  several  years  and  received 
the  Huron  College  Distinguished  Alumni  Award  in 
1988. 

Survivors  include  his  wife;  two  sons:  David,  Edina, 
MN;  and  Robert,  Sioux  Falls;  three  daughters:  Beth 
Buchanan,  Oakland,CA;  Mrs.  Ron  (Nancy)  Kuehl, 
Aurora,  CO;  and  Mrs.  Scott  (Jean)  Tice,  Barronett, 
WI;  his  mother,  Helen  Buchanan,  Huron;  and  one 
sister,  Joyce  Springer,  Chico,  CA. 


Gerrit  J.  Bloemendaal,  MD,  of  Ipswich,  died  at  the 
age  of  89.  He  was  born  in  Clear  Lake  in  1899.  He 
graduated  from  Huron  College  in  1920  with  his  BS 
degree  and  attended  the  University  of  South  Dakota 
for  one  year,  receiving  an  AM  degree  in  1921.  He 
taught  high  school  science  in  Ipswich  until  he  entered 
medical  school  in  1922.  He  received  his  MD  degree 
in  1926  from  the  Jefferson  Medical  College  in 
Philadelphia  and  completed  an  internship  at  the 
Philadelphia  General  Hospital  in  1928.  Dr. 
Bloemendaal  then  set  up  practice  at  Cresbard  until 
1933,  when  he  moved  his  practice  to  Ipswich. 

He  joined  the  Army  in  1941  and  was  sent  to 
England,  where  he  took  part  in  the  Normandy  In- 
vasion and  other  campaigns  in  Northern  France,  the 
Rhineland  and  the  Ardennes.  He  received  five 
bronze  stars  and  was  discharged  in  1945,  as  a Major. 

Returning  to  his  practice  in  Ipswich  after  his  dis- 
charge, Dr.  Bloemendaal  and  his  wife  Gladys  spear- 
headed the  work  of  eonverting  the  Beebe  Home  into 
a hospital  which  opened  in  1948.  He  retired  from 
private  practice  in  1970,  and  did  some  relief  work  for 
the  Indian  Health  Service  for  several  years. 

He  had  been  a member  of  the  AMA;  the  South 
Dakota  State  Medical  Association;  the  Aberdeen 
District  Medical  Society;  and  the  Alpha  Omega 
Alpha  Honorary  Medical  Society.  He  received  the 
SDSMA  Distinguished  Service  Award  and  was  a 
member  of  the  SDSMA  Fifty  Year  Club.  He  was  also 
a member  of  the  Masonic  Lodge;  the  American 
Legion;  the  United  Church  of  Christ;  and  served  as 
the  Edmunds  County  Medical  Officer  for  a number 
of  years.  For  many  years.  Dr.  Bloemendaal  flew  his 
own  plane. 

He  is  survived  by  two  sons.  Dr.  Bill,  Great  Falls, 
Montana;  Dr.  Bob,  Rapid  City;  one  daughter,  Nancy, 
Tempe,  Arizona;  and  six  grandchildren.  He  was 
preceded  in  death  by  his  parents;  his  wife  Gladys, 
who  died  in  1970;  and  two  brothers. 


South  Dakota  physicians  who  recently  completed 
continuing  medical  education  requirements  to  retain 
active  membership  in  the  American  Academy  of  Family 
Physicians  (AAFP)  include:  Drs.  John  E.  Rittmann, 
Watertown;  Jack  T.  Berry,  Mitchell;  David  M. 
Patterson,  Redfield;  Richard  I.  Porter,  Yankton;  John 
M.  McKichan  and  Mark  P.  Mogen,  both  of  Aberdeen; 
T.  A.  Angelos,  Canton;  Michael  W.  Justice,  Dell 
Rapids;  Curtis  R.  Jahraus,  and  Buron  O.  Lindbloom, 
both  of  Pierre;  and  John  B.  Jones,  Chamberlain. 

continued  next  page 
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Tom  Dean,  MD,  Wessington  Springs,  has  been  selected 
the  president-elect  of  the  National  Rural  Health 
Association.  He  will  assume  the  position  of 
president-elect  in  May  1989  and  will  move  into  the 
presidency  in  May,  1990.  The  National  Rural  Health 
Association  is  a group  of  health  care  providers, 
administrators,  academicians  and  governmental 
officials  working  together  to  preserve  and  improve 
health  care  services  for  rural  communities. 

***** 

Drs.  Lonnie  Waltner,  Bridgewater,  and  Herbert 
Saloum,  Tyndall,  have  been  recertified  as  diplomates 
of  the  American  Board  of  Family  Practice. 

YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


THENEWGHEMPROSOO. 
BLOOD  ANALYSIS,  SIMPLIFIED. 


The  ChemPro  500  gives  you  precise  and  accurate 
results  from  whole  blood  in  seconds. 

So  you  get  answers  when  you  need  them-while  your 
patient  is  in  the  office. 

Electrolyte  Profile  (K"*",  Na^,  Cf,  pH) 

Ion  Profile  (K^,  Na^,  Ca^  pH) 

Potassium,  BUN/Glucose,  HgB/Hct 
Glucose/Potassium,  Glucose,  BUN 
To  Learn  more  about  the  ChemPro  500  system  or  to 
see  a demonstration  contact: 

KREISERS  INC. 

1 220  S.  Minnesota  Ave.  1723  Geneva  219  Omaha  St.  1724  8th  Ave.  n. 
Sioux  Falls,  SD  Sioux  City,  Iowa  Rapid  City,  SO  Billings,  MT 

605/336-1155  712/2520505  605/342-2773  406/252-9309 


PROMOTE  AIDS 
EDUCATION 

AMA  MEDICAL 
STUDENT  SECTION 
T-SHIRT  SALE 


Wear  the  t-shirt  that  promotes 
AIDS  education.  The  t-shirts' 
slogan  "Spread  the  Word, 
Not  the  Disease  - AIDS" 
reflects  the  Medical  Student 
Section's  ongoing  commitment 
to  AIDS  education.  The 
Section  sponsors  a community 
action  program  "AIDS 
Education:  Medical  Students 
Respond"  through  which 
medical  students  help  educate 
adolescents  about  AIDS. 

The  t-shirts  are  bright  red  and 
are  available  in  sizes  large  and 
extra  large. 

Please  enclose  a $10.00 
donation  (per  shirt)  to  the  AMA- 
MSS/AMA-ERF  International 

Scholars  Fund.  Price  includes 
postage  and  handling.  All 
proceeds  will  benefit  the 
Scholars  Fund. 


AMA-MSS/AMA-ERF 
International  Scholars  Fund 
P.O.  Box  59473 
Chicago,  IL  60659 
Please  send  me  ______  t-shirts 

at  $10.00  each.  Size 

Check  enclosed  for  $ 

Name 

Address  

City,  State 

Zip  
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SOUTH  DAKOTA 


r Le#er  To  The  Editor 

\ ^ s 

Iliiiiiiiiii* 

So  often  we  read  articles  concerning  the  closing  of 
small,  rural  hospitals.  I would  like  to  inform  you  of 
a hospital  with  a more  favorable  outcome,  thanks  to  a 
small  community  coming  together  to  save  the  hospital. 

The  town  of  Burke,  South  Dakota,  is  a small  farm- 
ing-ranching community  of  860  population,  situated  in 
mid-central  South  Dakota,  near  the  Nebraska  border. 
There  is  a small  25-bed  hospital,  community-owned 
and  operated,  which  employs  many  people  of  the  com- 
munity. There  are  two  family  practice  physicians. 
Edwin  P.  Sweet,  MD,  has  served  the  community  for 
over  thirty  years,  and  I have  recently  joined  the  hospi- 
tal staff,  as  of  September  1988. 

The  hospital  was  threatened  with  closure  two  years 
ago,  unless  renovations  were  made.  The  community 
elected  to  take  on  the  renovation  and  building  project, 
supporting  this  entirely  with  funding  donated  by  com- 
munity members.  No  federal  or  state  funding  has  been 
utilized  for  the  project.  The  community  has  already 
raised  over  $575,000  and  has  only  $75,000  left  to  raise. 
This  has  been  done  by  many  contributions.  For  ex- 
ample, one  young  couple  donated  the  money  they  had 
been  saving  for  a down-payment  on  a house.  When  the 
husband  was  a young  child  his  life  had  been  saved  at  the 
hospital,  and  he  was  so  grateful  that  contributing  the 
money  to  the  building  fund  meant  more  to  him  than  the 
purchase  of  a home  at  this  time. 

Construction  is  nearing  completion  at  this  time.  We 
would  like  to  keep  you  informed  of  the  project  and  in- 
vite your  publication  to  attend  the  ribbon-cutting 
ceremony. 

Sincerely, 
Melanie  Schramm,  DO 
Burke,  SD 

Editor’s  Comment: 

The  community  of  Burke  deserves  the  congratulations 
and  respect  of  the  entire  medical  profession  in  South 
Dakota.  This  is  the  second  time  the  community  has 
responded  to  their  medical  needs  without  relying  on 
government  aid.  Dr.  Robert  Quinn  has  set  an  example 
to  the  community  which  has  not  been  forgotten.  We 
wish  to  congratulate  every  individual  associated  with 
the  success  of  this  project. 

Robert  E.  Van  Demark,  Sr.,  MD,  Editor 


Most 
patients 
need 
only  one. 


Mbroburst 

Release 

System' 

Sustained  Release 
Tablets 


K-9UR20 

(potassium  chloride)  20mEq 

A daily  prophylactic  dose 
in  a single  tablet. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


Pharmaceuticals,  Inc. 
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K-»UR 

(potasaum  chlonde)  Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions;  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia  —In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  In  patients  with  chronic  renal  disease,  or  any  other  conditioh  which  impairs  potas- 
sium excretioh.  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adiustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g,,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation, 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequehcy  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  Is.  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate, 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clihical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Ferlllity:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity,  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  Ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contributioh  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  OVEROOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  chahges  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  ihclude  the  following: 

1.  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics 

2,  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity, 
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Microburst 

Ftelease 


Orthopedic  Surgeon  - 
BE/BC 

Progressive  JCAHO  hospital  and 
medical  staff  located  in  university 
community  of  Northwest  Missouri  is 
seeking  orthopedic  surgeon  to  serve 
people  in  area  with  high  sports 
interest,  high  percent  of  elderly,  and 
documented  desire  and  need  for 
specialty  services.  Community 
provides  hometown  livability  with 
big  city  accessibility.  Located 
approximately  two  hours  from 
Kansas  City,  Omaha,  and  Des 
Moines. 

Contact: 

Martin  Goedken,  Vice  President 
St.  Francis  Hospital 
2016  South  Main  Street 
Maryville,  MO  64468-2693 
or  call  collect: 
816/562-2600,  ext.  5001 


SURGEON 

OPPORTUNITY 

Immediate  opening  for  General  Surgeon 
in  Rural  Nebraska,  Board  Certified  or 
Board  Eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great 
Hunting  and  Fishing. 

Contact: 

Wallace  & Panzer,  MD,  PC 
807  North  Ash 
Gordon,  Nebraska  69343 


SOUTH  DAKOTA 


EMERGENCY  MEDICINE 

**  **  **  **  **  ** 

108  bed  hospital  seeking  board 
eligible/board  certified,  ACLS,  ATLS 
trained  emergency  medicine  physicians  in 
South  Central  Washington  state. 
Excellent  benefit  package,  including 
health,  life,  disability,  malpractice  and 
profit  sharing.  Hourly  rate  plus  bonuses. 

High  to  moderate  volume. 

**  **  **  **  ** 

For  more  information  on  this  and  other 
emergency  medicine  opportunities, 
contact: 

Durham  Medical  Search,  Inc. 

6300  Transit  Road 
PO  Box  478 
Depew,  NY  14043 
or  call: 

(800)  633-7724  USA 
(800)  367-2356  NYS 


Family  Practice 

Rural  community,  located  in  the 
heart  of  the  Black  Hills  of  South 
Dakota,  is  seeking  a Board  Certified 
Family  Practice  physician.  Fully 
equipped  clinic  space  available. 
Income  guarantee  provided.  For 
more  information  contact; 

Rebecca  L.  Cooper 
Administrator 

Custer  Community  Hospital,  Inc. 
1039  Montgomery  Street 
Custer,  SD  57730 
Phone:  (605)  673-2229 


Internist  - BE/BC 

for  progressive  community  in 
Northwest  Missouri  with  State 
University.  Solo  or  join  established 
internist.  Excellent  JCAHO 
hospital  facilities  including  CT 
scanning,  ultrasound,  nuclear 
medicine,  doppler  studies, 
endoscopies,  cardiac  stress  testing, 
bolter  monitor.  Good  physician 
complement  available  with 
subspecialty  representation. 

Contact: 

Martin  Goedken,  Vice  President 
St.  Francis  Hospital 
2016  South  Main  Street 
Maryville,  MO  64468-2693 
Call: 

816/562-2600 


PHYSICIAN 

PART-TIME 

One  of  America’s  largest  health  care 
corporations.  Alpha  Therapeutic,  is  currently 
seeking  a physician  for  a part-time  position 
in  our  plasma  donor  center  soon-to-open  in 
Sioux  Falls. 

Responsibilities  will  include  performing 
physicals  in  conjunction  with  donor 
screening  and  evaluations.  Must  have 
current  license.  We  offer  an  excellent  work 
environment  and  highly  competitive  salaries 
including  company-paid  liability  protection. 
For  immediate  consideration  please  send 
resume  or  call  Betty  Smith: 

ALPHA  PLASMA  CENTER 
1023-1025  N.  Minnesota  Ave. 

Sioux  Falls,  SD  57104 
(605)  332-3311 

Equal  opportunity  employer  M/F 
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Family  Practice  - 
Hospital  Sponsored  Clinic 
Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is  seeking 
TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The 
administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed 
clinic.  The  hospital  has  committed  to  an 
income  and  benefit  package  which  is 
significantly  higher  than  similar 
opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan 
reduction/forgiveness  program.  All 
relocation  costs  will  be  borne  by  the  hospital. 
Please  contact: 

Dan  McCormick,  President 
Allen  McCormick 
France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening  for 
full-time  career-oriented  emergency 
physicians  in  Sioux  Falls,  Aberdeen  and 
Yankton.  Excellent  benefits  including 
malpractice,  disability,  health 
insurance,  profit  sharing,  etc.  Flexible 
work  schedules,  excellent  working  and 
living  conditions. 

Contact:  Donald  Kougl,  MD 

(307)  632-1436 

or  send  CV  to:  EMP,  PC 

PO  Box  805 
Cheyenne,  WY 
82003 


Family  Practice  - BE/BC 

to  join  established  practice  of 
obstetrician  and  family 
practitioner.  For  progressive 
community  in  Northwest  Missouri 
with  State  University.  Excellent 
JCAHO  hospital  facilities.  Good 
physician  complement  available 
with  subspecialty  representation. 

Contact: 

Martin  Goedken,  Vice  President 
St.  Francis  Hospital 
2016  South  Main  Street 
Maiyville,  MO  64468-2693 
Call: 

816/562-2600 


Family  Physician 
Needed 

Two  over-worked  family  practice 
physicians  have  an  immediate  need  for 
one  residency  trained,  board  certified 
family  practitioner.  This  two-man 
family  practice  group  is  located  in 
Pierre  in  a new  medical  building.  There 
is  great  water  recreation  and  hunting  in 
the  immediate  area.  Those  interested 
are  asked  to  please  contact: 

T.  J.  Huber,  MD 
Dakota  Plains  Clinic 
640  East  Sioux 
Pierre,  SD  57501 
(605)  224-2010 
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SOUTH  DAKOTA 


» AMA  Physicians’ Recognition  Award 


AMA  Physicians’  Recognition  Award  Recipients 

Congratulations  to  the  physicians  in  South  Dakota  who  have  earned  the  AMA  Physicians’  Recognition  Award  in  the 
months  of  February  and  March,  1989. 


February 


George  H.  Hassard,  MD 

Hot  Springs 

Richard  D.  Schultz,  MD* 

Sioux  Falls 

Richard  L.  McDowell,  MD 

Rapid  City 

David  J.  Witzke,  MD* 

Sioux  Falls 

William  O.  Rossing,  MD* 

Sioux  Falls 

March 

G.  Robert  Bell,  MD* 

De  Smet 

Wesley  D.  Putnam,  MD* 

Sioux  Falls 

Kevin  L.  Bjordahl,  MD* 

Webster 

Arthur  P.  Reding,  MD* 

Marion 

Gene  F.  Burrish,  MD* 

Sioux  Falls 

James  E.  Ryan,  MD* 

Sioux  Falls 

Sanjeevi  Giridhar,  MD* 
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The  Physicians’  HELP 

(healing  each  laden  physician) 

Program 

of  the 

South  Dakota  State  Medical  Association 

Designed  to  help  physicians  addicted  to 
alcohol  and/or  other  drugs  as  well  as 
those  with  emotional  and  psychiatric 
disorders. 


All  referrals  and  information  remains 
confidential. 

Call:  (605)336-1965 
or 

Write:  Physicians’  HELP  Program 
1323  S,  Minnesota  Ave. 

Sioux  Falls,  SD  57105 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

1323  South  Minnesota  Avenue 
Sioux  Falls,  South  Dakota  57105 

Subscription  $15.00  per  year  $1.75  per  copy 

Foreign  $18.00 

INSTRUCTIONS  FOR  SUBMITTING 
MANUSCRIPTS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in 
all  publications  of  the  Journal  of  Medicine  should  be 
typewritten,  double-spaced  and  the  original  copy.  An 
abstract  of  100-200  words,  a list  of  references  and  a short 
sentence  which  summarizes  the  article  should 
accompany  each  article.  Footnotes  should  conform  with 
the  requirements  for  manuscripts,  and  each 
manuscript  should  include  the  name  of  the  author(s), 
title  of  the  article  and  the  location  of  the  author(s).  The 
used  manuscript  is  not  returned  but  every  effort  will  be 
made  to  return  manuscripts  not  accepted  or  published 
by  the  Journal.  Articles  are  accepted  for  publication  on 
condition  they  are  contributed  solely  to  this  Journal. 

ILLUSTRATIONS:  Satisfactory  photographs  or 
drawings  are  supplied  by  the  author.  Each  illustration, 
table,  etc.,  should  bear  the  author’s  name  on  the  back. 
Photographs  should  be  clear  and  distinct.  Drawings 
should  be  made  in  black  India  ink  on  white  paper.  Used 
illustrations  are  returned  after  publication  if 
requested.  Please  send  photographs,  not  slides  or 
negatives. 
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Future  Meetings 


JUNE 

Gearing  up  for  Retirement,  Chicago,  IL,  June  2.  Fee:  $275. 
Contact:  AMA,  Gayle  Fankauser,  Dept,  of  Practice 
Management,  535  N.  Dearborn  St.,  Chicago,  IL  60610-4377. 

ii:  N: 

Seminar  on  Impairment,  Baltimore,  MD,  June  10.  Fee:  $350. 
Contact:  Denene  Thompson,  AMA  Dept,  of  Risk  Assessment, 
535  N.  Dearborn,  Chicago,  IL  60610.  Phone:  (312)  645-4541. 

* * * 

Controversies  in  Primary  Care,  Hennepin  County  Med.  Ctr., 
Minneapolis,  MN,  June  16.  AMA  Category  I credit  avail. 
Contact:  Eugenia  Kassar,  Dir.,  CME,  Hennepin  County 
Med.  Ctr.,  701  Park  Ave.,  #4220,  Minneapolis,  MN  55415. 
Phone:  (612)  347-2075. 

* * * 

Starting  Your  Practice,  Chicago,  IL,  June  17.  Fee:  $375.  12 
hrs.  AMA  Category  I credit.  Contact:  Gayle  Fankhauser, 
Dept,  of  Practice  Management,  535  N.  Dearborn  St., 
Chicago,  IL  60610-4377. 

:i:  * 4: 

37th  Annual  Meeting  and  Scientific  Seminar  of  the  American 
Association  of  Osteopathic  Specialists,  Monterey  Sheraton, 
Monterey,  CA,  June  17-23.  Fee:  $350.  25  hrs.  AMA  Category 
I & AAOS  credit.  Contact:  Am.  Assoc,  of  Osteopathic 
Specialists,  804  Main  St.,  Forest  Park,  GA  30050.  Phone: 
(404)  363-8263. 

« « * 

Acupuncture  for  Pain  Control,  Hennepin  County  Med.  Ctr., 
Minneapolis,  MN,  June  22-24.  AMA  Category  I credit  avail. 
Contact:  Eugenia  Kassar,  Dir.,  CME,  Hennepin  County 
Med.  Ctr.,  701  Park  Ave.,  #4220,  Minneapolis,  MN  55415. 
Phone:  (612)  347-2075. 

* * * 

Medical  Staff  Issues  - A Joint  Commission  Seminar,  Hyatt 
Regency,  Monterey,  CA,  June  23-25.  Fee:  $445.  11  hrs.  AMA 
Category  I credit.  Contact:  Calif.  Assoc,  of  Hosp.  & Hlth. 
Systems,  Attn:  Dept,  of  Educ.,  PO  Box  1100,  Sacramento,  CA 
95812-1100. 

JULY 

Resuscitation  Course,  Hennepin  County  Med.  Ctr., 
Minneapolis,  MN,  July  3-14.  Contact:  Off.  of  Emerg.  Med. 
Serv.,  Hennepin  County  Med.  Ctr.,  701  Park  Ave., 
Minneapolis,  MN.  Phone:  (612)  347-5683. 

♦ * * 

Advanced  Trauma  Life  Support,  Hennepin  County  Med.  Ctr., 
Minneapolis,  MN,  July  13-14.  Contact:  Off.  of  Emerg.  Med. 
Serv.,  Hennepin  County  Med.  Ctr.,  701  Park  Ave., 
Minneapolis,  MN.  Phone:  (612)  347-5683. 


AUGUST 

Second  Annual  Neurology  Conference,  "Neurologic 

Quandaries",  Hennepin  County  Med.  Ctr.,  Minneapolis,  MN, 
Aug.  25.  Contact:  Eugenia  Kassar,  Dir.,  CME,  Hennepin 
County  Med.  Ctr.,  701  Park  Ave.,  #4220,  Minneapolis,  MN 
55415.  Phone:  (612)  347-2075. 

The  American  Medical  Association  has  announced  the 
creation  ol American  Medical  Television.  This  is  a 2-hour 
program  on  the  Discovery  Channel  every  Sunday  from  9 to 
11  am.  Central  Standard  Time,  starting  Sunday,  January 
8, 1989.  American  Medical  Television  carries  CME  credits 
for  its  programs. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


Directory  of  this  Month’s  Advertisers 


Channing  H.  Lushbough 

Hedged  Securities  Fund,  Ltd. 

Round  Hill  Asset  Management,  Inc.  14 

Dodson  Insurance  Group  Cover  2 

Eli  Lilly  & Co.  2 

Key  Pharmaceutical,  Inc.  27  & 28 

KDS  Injectables  1 

Kreisers  Inc.  26 

Marion  Labs  33  & 34 

Palisades  Pharmaceuticals  34 

Roche  Labs  Covers  3 & 4 

St.  Paul  Fire  & Marine  Insurance  Co.  8 

SD  Blue  Shield  10 

SD  Foundation  for  Medical  Care  24 

SD  Medical  School  Endowment  Assoc.  4 & 26 

SD  Society  of  Pathologists  9 

U.  S.  Army  1 


The  South  Dakota  Journal  of  Medicine  thanks  these  com- 
panies for  advertising  in  this  Journal. 
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SOUTH  DAKOT/. 


Carafate®  for  the 
ulcer-prone  NSAID  patient 

Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 

defenses  through  a unique. 


therapy.  Carafate  rebuilds  mucosal 
nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  iMgsiT"  ^therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


ARAFATE 

'sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 


0160N8 


ARAFATE* 


^-^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactiorrs:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

PregnarKy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4,7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute  oral  toxicity  studies 
in  animals,  however  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1 712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other.  Issued  1 /87 


Reference: 

1 Eliakim  R Ophir  M,  Rachmilewitz  D:  J Clin  Gasfroenfero/ 1987:9(4):395-399 


CAFAD276 


Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY.  MO  64137 


0160N8 


YOCON* 

YOHIMBINE  HCI 


Descriptton:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyi  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolaikylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activih/  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anb-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Morning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  In 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  clrug.^'2  Aiso  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  disiness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A,  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal..  The  Journal  of  Urology  128: 

45-47, 1982. 

Rev,  1/85 


AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 
(201) 569-8502 
1-800-237-9083 


In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose' 

^ First-week  improvement  in  somatic  symptoms' 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 

^ Protect  Your  Prescribing  Decision: 

^ Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


References:  I.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N|.  2.  Feighner  |P, 
et al: Psychopharmacolog}' 61 :2\7-225.  Mar 22,  1979. 


Limbitrol®® 

Tfanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Dmg  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyhne  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  dmgs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abaiptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremoc  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  anhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  A/Zerfr'c  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelhng. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occuned  following  abrupt  discontinuance  of  chlordiazepoxide:  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  disconrinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively, 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tdblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tdblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)--bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

Roche  Products  Roche  Products  Inc 

Manati,  Puerto  Rico  00701  p i 0288 


In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Weel 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose^ 

^First-week  reduction  in  somatic  symptoms’ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Percentage  of  Reduction  in  Individual  Somatic  Syr 
During  First  Week  of  Limbitrol  Therapy* 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 

limbitror  DS«> 
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VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
*Patients  often  presented  with  more  than  one  somatic  symptom. 


Roche  Products 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  Vo 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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HELP  SOUTH  DAKOTA’S  MEDICAL  SCHOOL! 


HELP  SOUTH  DAKOTA’S  MEDICAL  STUDENTS! 


The  South  Dakota  Medical  School  Endowment 
Association  is  trying  to  do  just  that.  We  make  low 
interest  (6%)  loans  to  medical  students  who  are 
attending  the  University  of  South  Dakota  School  of 
Medicine.  The  number  of  loans  has  increased  from  14 
in  1984  to  74  in  1988,  and  the  total  amount  loaned  from 
$21 ,500  to  $45,000.  This  year  the  Endowment  again  has 
allocated  $45,000  to  help  meet  the  students’  needs. 


--PLEASE  HELP  US  HELP  THEM— 


There  are  many  ways  to  do  this: 

» Send  us  a check 
- Remember  us  in  your  will 
--  Make  us  a beneficiary  on  an  insurance  policy 
" Buy  shares  of  stock  in  our  name 

Send  your  contributions*  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 

*May  be  tax  deductible 


ARMY  RESERVE  MEDICAL  PROFILE  N0.9 


Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


JANN  L HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  CaHfomia; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 
Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


11  When  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  1 can  asK 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  1 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
U800-USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


nizatidine 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axld,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
dear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
atnoexbacost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseiing 


encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  available  at  no  extra  cost 


£U)t.illy  and  Company 

- tiwii'anapolis,  Indiana 
^85 


AXID® 

nizatidine  capsules 
Brief  Summary 

CoRtulf  the  piskBua  literature  fer  cempiote  infermitJon. 

Indieatitins  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  wilt  heal  within  lour  weeks. 

Axid  is  indicated  lor  maintenance  therapy  for  duodenal  ulcer  patient  at  a reduced 
dosage  of  150  mg  h.s  after  healing  of  an  active  duodenal  ulcer.  The  consequences 
of  continuous  tiierapy  with  Axid  for  longer  than  one  year  are  not  known 

Contraindication:  Axid  is  contraindicated  in  patiems  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
H?-receptor  antagonists 

Precautions:  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastiic  malignancy 

2.  Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3 Pharmacokinetic  studies  in  patients  with  heoatorenai  syndrome  have  not  been 
done  Part  of  the  dose  of  nizatidine  is  metabolizedin  the  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
IS  similar  to  that  in  normal  subjects . 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Multlstix*  may 
occur  during  therapy  with  nizatidine. 

Drug  Interacbons  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoidde,  lorazepam.  lidocaine,  phenytoin.  and  warfarin.  Axid 
does  not  Inhibit  the  cytochrome  P-450-linked  drug-metaiwiizing  enzyme  system; 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine.  150  mg  o.i.d..  was 
administered  concurrerray 

Carcinogenesis,  Mutagenesis,  impairment  ot  Ferb!rty~K  two-year  oral  car- 
cinogenici^  study  in  rats  with  doses  as  high  as  500  mg^^day  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enteiochromaffin-like 
(ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice;  although  hyperplastic  nodules  of  ttie 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2.000  m^g/day,  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seenforthe  strain  of  mice  used  Thefemale  mice  were  gfven 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  wrih  no 
evidence  ot  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 

Axid  was  not  mutagenic  In  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bactenal  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test. 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  ot 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  intravenous  administration  to  pregnant  New  Zealand  White  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargemem.  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  'mere  are.  however,  no  adequate  and  well-contixilled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  edacity  Nizatidine  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  tne  potential  risk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactating  women  have  shown  that 
<01%  of  the  administered  oral  dose  ot  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations  Caution  should  be  exercised  when  adminis- 
tenng  nizatidine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderty  Patients  - Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalrties  are  also  similar  to  those  seen  in  other  ag^e  groups.  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly  patients  may  have 
reduced  renal  function 

Advtrss  Reactions:  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled  trials 
included  over  1 .900  patients  given  nizatidine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  trials,  sweating  (1%  vs 
0,2%),  urticaria  (0.5%  vs  < 0.01%),  and  somnolence  (2.4%  vs  1 .3%)  were  signifi- 
cantiy  more  common  in  the  nizatidine  group  A variety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

H^lic  - Hepatocellular  in|u7,  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
[AST],  SGPT  {ALT],  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT  SfSPT  enzymes  (greater  than  500  lU/L)  and,  in  a single  instance, 
SGPT  was  greater  than  2,00o  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
patients  All  abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine  - Clinical  pharmacology  studies  and  controlled  clinical  tilals  showed 
no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  treouency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 

Hematologic  - Fatal  thrombocytopenia  was  reported  in  a patient  was 
reated  with  Axid  and  another  H2-receptor  antagonist.  On  previous  occasions,  this 

tner  drugs.  Rare  cases  of 

/nfegu/nenfa/ -Sweating  and  urticaiia  were  reported  significantly  more  fre- 
quently in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermati- 
tis were  also  reported. 

Hypersensitivity  - As  with  other  H?-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  ot  nizatidine  have  been  reported.  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed,  H^receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg,  bronchospasm, 

■ edema,  rash,  and  eosinophilia)  have  been  reported. 

unassociated  with  gout  or  nephrolithiasis  was  reported, 
nausea  related  to  nizatidine  administration  have  been 


laryngeal  edema,  rash,  and  i 
Other  - Hyperuricemia  u 
Eosinophilia.  fever,  and  na 


Overdpsage:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered. 

Signs  and  Symptoms  -There  is  little  clinical  experience  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic-type  effects,  including  lacnmation,  salivation,  emesis,  miosis,  and 
diarrhea.  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  rr 


2 mg/kg  respectively 
-To  obtain  up-to-date 


1.  Data  on  fi)e.  blly  Research  Laboratories. 


N2-2907-a-949310  © ises.  eu  uuY  and  comwny 


information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center.  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  muftiple  drug  over- 
doses, interaction  among  drugs,  and  unusual  drug  kinetics  in  your  patient. 

If  overdosage  occurs,  use  or  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy  Renal  dialysis  for 
tour  to  SIX  hours  increased  plasma  clearance. 


Additional  information  available  to  the 
profession  on-request 
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Management  of  the  Second  Stage  of  Labor:  A 
Review  (Partll)  5 

MatemaJ positioning  as  it  relates  to  the  management  of 
the  second  stage  of  labor  is  reviewed. 

Robert  L.  Holland,  MD,  PhD 
David  A.  Smith,  MD 

USD  School  of  Medicine 
Perceptions  of  South  Daikota  Adults  Concerning 
Selected  Adolescent  Health  Problems  17 

Drug/alcohol  abuse,  teen-age  pregnancy  and  suicide 
among  adolescents  are  believed  to  be  real  problems  in 
South  Dakota  by  a majority  of  people,  but  to  a much 
less  extent  in  their  local  community  than  elsewhere  in 
the  state. 
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Management  of  the  Second  Stage  of  Labor:  A 
Review  (Part  II) 

Maternal  positioning  as  it  relates  to  the  management  of  the  second  stage  of  labor  is  reviewed. 

Robert  L.  Holland,  MD,  PhD^ 

David  A.  Smith,  MD^ 

ABSTRACT 

In  the  previous  article,  the  rigid  use  of  the  Friedman  Curve,  breathing  techniques,  and  other  management  op- 
tions for  the  second  stage  of  labor  were  examined.  This  article  concentrates  on  the  affect  of  maternal  positioning, 
on  the  length  of  the  second  stage  of  labor,  and  summarizes  the  contents  of  that  former  article  and  this  one. 


MATERNAL  POSITIONS 

Numerous  maternal  positions  are  possible  for  the 
second  stage  of  labor,  including  reclining,  semi- 
reclining,  squatting,  sitting,  kneeling,  on  "all-fours"  or 
upright.  The  functional  relationships  between  uterine 
contractions,  the  fetus  and  the  maternal  pelvis  are  al- 
tered by  maternal  positioning.  Positioning  can  also 
provide  either  a mechanical  advantage  or  disadvantage 
to  the  mechanisms  of  labor  by  altering  the  effects  of 
gravity  and  the  relationships  cimong  the  body  parts  that 
are  significant  to  labor  progress.^' 

Cultural  and  traditional  motivations  as  much  as 
scientific  study  have  influenced  the  use  and  acceptance 
of  particular  birthing  positions.  The  tradition  in  this 
country  usually  dictates  the  recumbent  position, 
probably  for  the  convenience  of  the  person  attending 
the  delivery  more  than  for  the  comfort  of  the  parturient. 
The  use  of  regional  anesthesia  ^md  electronic  fetal 
monitoring  has  further  restricted  maternal  movements 
and  favors  recumbency. 

This  traditional  approach  has  been  questioned  by 
many.  The  challenge  is  not  new.  In  1891,  Clarke 
criticized  confining  laboring  women  to  one  position.^ 
King  in  1901  stated:  "My  chief  concern  is  that  the 
recumbent  posture  during  labor  is  much  overdone;  that 
it  is  often  persisted  in  — either  by  custom  or  by  direct 


^Former  Chief  Resident  in  Obstetrics  and  Gynecology,  USD 
School  of  Medicine,  Yankton,  SD.  Now  in  private  Obstetrics 
and  Gynecology  practice  at  the  Yakima  Valley  Farm 
Workers  Clinic,  Grand  View,  WA, 

^Associate  Professor  in  Family  Medicine  and  Psychiatry, 
USD  School  of  Medicine,  Yankton,  SD. 


order  of  the  obstetrician  — when  it  does  positive  harm 
by  prolonging  labor,  by  exhausting  the  wqmen,  and 
sometimes  leading  to  the  persistence  of  faulty  presen- 
tations, as  well  as  increasing  the  duration  and  intensity 
of  the  women’s  suffering".  These  observations  were 
leirgely  empiric  but  investigators  have  since  reviewed 
mobility  and  maternal  postures  in  labor  which  seem  to 
supjwrt  the  view  that  laboring  women  should  be  al- 
lowed more  mobility  and  various  birthing  positions. 

A number  of  studies,  both  anecdotal  and  more  scien- 
tific, have  examined  the  duration  and  quality  of  the 
forces  generated  with  pushing  in  various  birthing  posi- 
tions, fetal  well-being  and  the  comfort  of  the 
parturient.^  These  efforts  have  championed  a number 
of  positions.  Mengent  and  Murphy*  felt  expulsive  ef- 
forts were  greatest  with  the  sitting  position.  In  this 
position,  the  pelvic  diameter  increases  and  may  en- 
hance rotation  and  descent.  (Figure  1)  If  the  mother  is 


A.  Sitting  position,  as  in  "birthing  chair",  ischial  tuberosities 
carry  maternal  weight.  B.  In  lithotomy  or  modified 
lithotomy  position,  weight  is  bom  on  coccyx  and  sacmm 
restricting  movement  of  the  latter. 
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sitting  upright  or  forward,  maternal  weight  is  borne  by 
the  ischial  tuberosities,  encotu-aging  their  separation. 
In  a semi-sitting  or  in  a modified  lithotomy  position,  the 
mother’s  weight  is  borne  largely  by  her  sacrum  and  coc- 
cyx, restricting  posterior  pelvic  outlet  dimensions.^ 
Thus  the  pelvic  diameter  in  the  sitting  positions  is  best 
achieved  by  sitting  upright  in  a seat  that  supports  the 
women’s  weight  on  her  ischial  tuberosities  and  provides 
access  to  the  pelvic  outlet  for  examination  and  birth  (as 
foimd  in  modern  birthing  chairs). 

Vaughn^  and  Ehrstrom^®  showed  pelvic  diameters 
to  be  changed  with  the  peaturient  squatting,  favoring 
easier  dehvery.  When  squatting,  the  mother’s  body 
weight  exerts  a passive  stretch  on  the  adductor  magnus 
muscles  which  attach  to  the  ischial  tuberosities,  allow- 
ing them  to  separate.^  This  action  widens  the 
intertuberous  diameter,  causing  a pivoting  at  the 
sacroiliac  joint  and  posterior  movement  of  the  lower 
sacrum.  Several  studies  have  shown  negative  effects  of 
the  traditional  recumbent  position,^  including  the 
supine  hypotension  syndrome  which  may  lead  to  fetal 
and  maternal  distress,^^  prolonged  labors,^^  a higher 
incidence  of  FHR  abnormadities  and  more  frequent  in- 
tervention including  oxytocin  augmentation.^^ 

The  vertebral  column  in  women  is  normally  extended 
and  the  pelvis  is  tilted  anteriorly,  forming  a lumbar  lor- 
dosis. When  the  spine  is  extended,  the  axis  of  the  pelvic 
canal  form  an  angle  of  about  30  degrees  with  the  spinal 
axis.  This  arrangement  may  interfere  with  the  function- 
al anatomy  of  childbirth.  According  to  Fenwick  and 
Simkin,^  the  lordosis  of  the  lumbar  spine  which 
produces  pelvic  tilt,  projects  the  path  of  the  fetus  for- 
ward as  it  passes  from  the  abdomen  into  the  pelvis 
directing  the  presenting  part  in  an  S-shaped  curve  first 
to  the  pubis  then  posteriorly  into  the  curve  of  the 
sacrum  then  forward  again.  In  the  supine  position. 


Lumbar  lordosis,  as  in  normal  standing  or  reclining,  creates 
an  S-shaped  curve.  Spinal  flexion  provides  a C-shaped 
curve,  and  so,  an  easier  path  through  birth  canal.  In  this 
position,  the  upper  trunk  may  exert  more  direct  and  effec- 
tive pressure  on  the  fundis. 


gravity  works  against  this  alignment,  reducing  the  cross 
sectional  volume  of  the  brim  presenting  toward  the 
uterus.  In  the  upright,  curled  forward  position,  the 
liunbar  lordosis  is  reduced,  the  uterus  is  aligned  with 
the  pelvic  canal  and  the  presenting  part  with  the  inlet. 
In  this  position,  asynclitism  is  reduced  and  the  S-curve 
is  simplified  to  a C-curve  which  allows  for  pressure  on 
the  fundus  by  the  upper  trunk  and  for  a more  efficient 
path  through  the  pelvic  canal.  (Figure  2)  Also,  when 
the  parturient  assumes  an  upright  position,  gravity  al- 
lows the  uterus  to  fall  forward  as  it  is  supported  by  the 
uterus  and  spine  £md  improves  the  feted  edignment  with 
the  pelvic  inlet.^  (Figure  3) 


By  allowing  participants  to  try  multiple  positions  in  which 
to  labor,  a variety  of  angles  of  the  pelvic  inlet  are  provided 
for  the  descending  fetal  head. 


An  additional  10-35  mm  Hg  of  pressure  is  exerted  on 
the  fetus  by  gravity  in  an  upright  position.^^'^^  Cal- 
deyro-Barcia  considered  contractions  to  be  stronger, 
more  efficient  and  less  uncomfortable  when  the  mother 
was  upright  than  when  she  was  supine.  Nagai  reported 
that  an  upright  woman  in  the  second  stage  of  labor 
produced  lower  levels  of  beta-endorphins,  ACTH,  cor- 
tisol and  epinephrine  (stress-related  hormones)  than 
when  supine.  These  hormones  are  known  to  have 
labor-inhibiting  effects.^* 

In  a recent  study,  Rossi  and  Lindell  exammed  the 
positions  and  pushing  techniques  used  by  patients  in  an 
environment  in  which  routine  management  is  not  im- 
posed and  the  parturient  was  allowed  to  use  any 
position  or  technique  she  desired.  In  their  Scunple  of  50 
women  with  second  stages  from  two  to  109  minutes 
(average  34.1  minutes),  nine  positions  were  chosen 
(reclining,  side-lying,  lateral-reclining,  supine, 
lithotomy,  sitting,  squatting,  "all-fours")  of  which  she 
were  chosen  as  birthing  positions  (reclining,  side-lying, 
lateral-reclining,  supine,  sitting,  "all-fours").  Laboring 
positions  were  changed  from  once  in  28  women  to  seven 
changes  in  two  women.  The  favored  birth  positions  in 
the  second  stage  were  reclining,  side-lying  emd  laterzd- 
recumbent.  These  women  represented  low  risk 
obstetrical  patients  with  normal  spontaneous  vaginal 
deliveries  and  the  study  did  not  examine  indications  for 
specific  positions,  nor  did  it  use  intrapartum  electronic 
fetal  monitoring  and  the  effects  of  the  various  positions 
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on  the  FHR.  Positions  reportedly  had  no  effect  on  one 
and  five  minute  Apgar  scores. 

Often  as  labor  be^ns  the  relationship  between  the 
fetal  presenting  part  and  the  pelvis  is  less  than  optimal 
with  problems  including  deflexion  of  the  fetal  head, 
asynclitism  and  persistent  occiput  posterior  presenta- 
tions. Remaining  in  one  position  during  labor  may 
prolong  this  poor  fit.  Moore^^  suggested  that  labor  may 
be  expedited  if  the  mother  is  encouraged  to  chjmge 
position  and  allowed  to  move  as  she  felt  comfortable, 
to  promote  fetal  rotation  and  descent.  A more  com- 
fortable position  may  alleviate  problems  by  altering  the 
alignment  of  the  pelvic  bones  with  each  other.  ^ This 
freedom  of  movement  offers  a greater  variety  of  angles 
to  the  fetal  presenting  part  thus  increasing  the  chance 
of  a better  fit  between  fetus  and  maternal  pelvis.  (Figure 

3) 

In  women  with  persistent  occipitoposterior  presen- 
tation with  associated  abnormal  contraction  patterns 
and  increased  numbers  of  variable  and  late  decelera- 
tions, pelvic  tilting  and  Andrew’s  procedure  may 
correct  an  associated  arrest  of  labor.  The  Andrew’s 
procedure  combines  "all  fours"  posture  with  pelvic  tilt- 
ing  £md  abdomind  stroking.  (Figure  4) 


A.  In  difficult  occiput  posterior  presentations,  the  head  is 
held  extended  and  trapped  in  its  widest  (occipital/frontal) 
diameter,  thus,  preventing  rotation.  B.  Maternal  spinal 
flexion  redirects  the  downward  gravitational  force  and  for- 
ces of  labor  in  such  a way  to  flex  the  head  on  the  neck  and 
encourage  rotation. 

SUMMARY 

f It  is  evident  that  there  is  no  general  consensus  on  the 
proper  management  of  the  second  stage  of  labor.  Cur- 
rent and  future  literature  and  practice  must  be 
evziluated  and  tradition  rejected  in  favor  of  scientific 
fact.  Protocols  should  be  established  which  allow  in- 
dividual management  flexibility.  The  goals  emphasized 
include  a healthy  baby  ^md  mother,  a positive  family  ex- 
perience and  cost-effective  hospital  procedures  with 
risk  factors  minimized.  Clinicians’  convenience  should 
not  take  a high  priority,  except  insofar  as  it  affects  cost 
effectiveness.  Flexibility  should  be  am  integrad  pairt  of 
anyplam. 


The  literature  seems  to  support  a few  basic  prin- 
ciples. It  is  cleam  that  most  patients  find  aunbulation, 
freedom  of  motility  and  freedom  of  positional  adjust- 
ment acceptable  and  desirable.^  Nursing  staffs  also 
respond  favorably  towau'd  patients’  mobility.  Except  in 
certain  high  risk  patients,  there  seems  to  be  no  indica- 
tion that  adtemate  posturing  in  labor  is  harmful  to  the 
mother,  the  fetus  or  to  the  progress  of  labor.  In  fact,  al- 
though the  data  is  not  conclusive,  position  changes  may 
shorten  the  length  of  labor. 

' Recent  studies  appear  to  support  the  importance  of 
restricting  the  time  spent  pushing  during  the  second 
stage.  Beau'ing-down  efforts  of  5-6  seconds  may  be 
more  beneficiad  tham  forced  and  extended  stradning  ef- 
forts. Closed  glottis  pushing  seems  to  result  in 
decreased  maternal  blood  oxygenation,  fetal  hypoxia, 
widely  varying  maternal  blood  pressure  and  exhaustion 
and,  in  the  long  run,  be  coimterproductive  to  expedit- 
ing delivery.  Allowing  the  parturient  to  regidate  her 
own  respiratory  efforts  during  bearing-down  is 
preferable.  “Additionally,  reaching  ten  centimeters 
dilitation  may  not  be  the  automatic  signal  to  begin  push- 
ing efforts.  Instead,  it  may  be  more  useful  to  wait  until 
the  spontaneous  urge  to  push  occurs  before  efforts  are 
expended.  Most  women  find  it  more  satisfying  and 
easier  to  work  in  coordination  with  their  own  body  "sig- 
nads".  t) 

If  fetad  descent  appears  slowed  or  no  descent  occurs 
within  10-20  minutes  aifter  reaching  10cm  dilitation, 
maternal  movement,  ambulation  or  repositioning  can 
add  progress.  Squatting  or  sitting  positions  may  stimu- 
late a bearing-down  reflex.  Frequent  movement,  the 
use  of  upright  or  lateral  positions  also  promotes 
progress.  Avoiding  the  recumbent  position  may  reduce 
the  likelihood  of  aortocaval  compression  and  resultant 
hypotension.  Sitting,  squatting  or  side-lying  positions 
may  increase  uterine  blood  flow  and  subsequent  fetal 
blood  flow.  All-fours  amd  kneeling  positions  may  also 
be  of  vadue. 

With  the  growing  availability  and  acceptance  of 
electronic  fetal  monitoring,  the  saifety  of  the  positional 
maneuvering  ais  well  as  the  various  breathing  patterns 
cam  be  more  accurately  assured.  The  presence  of  ab- 
normal FHR  patterns  can  aid  in  the  decision  for 
intervention. 

If  women  au'e  allowed  to  work  in  concert  with  their 
bodys’  "signals"  amd  adlowed  to  labor  and  deliver  more 
physiologicadly,  intervention  vsill  occur  less  frequently. 
sThe  health  care  providers  judgment,  skill,  knowledge 
amd  patience  rather  tham  mechamical  adherence  to  rigid 
routines  will  determine  when  intervention  is  needed.** 
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Reflections 

Milton  G.  Mutch,  Jr,  MD 

Obstetrics  and  Gynecology,  Sioux  Falls,  SD 

Thirty  years  of  practice  has  produced  many  changes 
and  new  developments.  Few  individuals  have 
been  able  to  practice  and  enjoy  obstetrics  and  gynecol- 
ogy as  I have  during  my  time  in  South  Dakota. 
Medicine  has  been  a demanding,  but  rewarding 
mistress  over  the  years.  The  association  with  patients 
and  the  exciting  new  developments  and  advances  over 
the  years  has  made  obstetrics  and  gynecology  a satisfy- 
ing profession  that  will  continue  to  have  a bright  and 
exciting  futme  for  our  young  students.  Residency 
programs  are  attracting  an  ever  increasing  group  of 
bright,  dedicated  students.  There  has  been  an  increas- 
ing number  of  women  who  have  been  attraeted  to 
ob/gyn  residencies  through  1988--40  percent  of  all  new 
residents  were  female.  In  1986,  of  79,606  residents,  15 
percent  were  women.  One  third  of  all  females  in 
residency  programs  are  in  ob/gyn,  family  practice,  or 
psychiatry. 

In  the  50’s  and  60’s,  the  problems  faeing  women  were 
cancer  of  the  cervix^  and  high  maternal/fettil  mortality 
rates.  The  leading  causes  of  maternal  morteility  were 
toxemia,  hemorrhage,  infection,  and  anesthesia.^ 
Preeclampsia  is  still  with  us,  but  is  becoming  a more 
clearly  defined  entity;  therefore,  diagnosed  early 
results  in  a much  improved  fetal  survival  rate.  Hemor- 
rhage is  no  longer  the  threat  that  it  was  because  of  our 
knowledge  of  hemorrhagic  diathesis,  our  blood  bank- 
ing systems,  and  improved  training  of  our  medical  staff. 
Blood  screening  for  Rh,  hepatitis,  AIDS,  and  unusual 
antibodies  (with  strict  criteria)  have  made  transfusions 
a relatively  safe  procedure.  Infection  is  still  with  us,  but 
treatment  is  now  usually  controllable  by  the  develop- 
ment of  many  new  broad  spectrum  antibiotics.  New 
infections,  such  as  AIDS,"*  present  special  challenges 
for  us  at  this  time  in  gyneeology.  The  incidence  of 
AIDS  in  the  heterosexual  population  is  increasing  and 
geographically  moving  to  the  Midwest.  Therefore,  it  is 
now  important  that  all  of  us  understand  both  the  legal 
and  moral  aspects  of  treating  this  devastating  disease. 
The  obstetrician/gynecologist  must  be  current  in  his 
reading  of  the  hterature  and  more  involved  in  the  diag- 
nosis and  treatment  of  this  disease. 

Anesthesia  is  rarely  involved  in  maternal  deaths  at 
this  time  because  of  many  changes  from  "twilight  sleep" 
(morphine,  scopolamine,  and  cyclopropane  anes- 
thesia) to  the  more  safe  general  anesthetics  as  well  as 


local  and  regional  methods.  Death  by  aspiration  is  a 
very  rare  occurrenee  at  this  time. 

The  obstetric  problems  of  the  1960’s  were  rupture  of 
classical  cesarean  section  scars  and  the  treatment  of  the 
neglected  transverse  he  with  its  terrible  consequences 
of  feted  death  and  maternal  damage.  We  have  gone 
from  a cesaream  section  rate  in  1959  of  4 percent  to  one 
of  25-30  percent  in  1988.  This  is  a result  of  the  chang- 
ing indications  for  cesarean  sections  i.e.,  breech 
presentation,  prematurity,  twins,  etc.  and  the  constant 
fear  of  litigation.  The  American  College  of 
Obstetricians  and  Gynecologists,  as  well  as  public 
demand,  has  now  required  that  we  re-evaluate  our  in- 
dications for  a cesarean  section  with  encouragement 
for  more  vaginal  births  after  cesarean  section  (VBAC) 
under  controlled  conditions.  The  old  adage  of  "once  a 
cesarean  section,  always  a cesarean  section"  is  serious- 
ly being  challenged.^  With  adequate  evtduation  i.e., 
knowledge  of  the  type  of  previous  cesarean  section,  the 
post-operative  course  (uneventful  with  lack  of  infection 
or  wound  disruption),  proper  evaluation  during  labor 
with  an  IV  running  and  blood  available,  as  well  as  rapid 
access  to  an  operating  room,  vagined  deliveries  certain- 
ly ean  be  attempted.  The  results  are  excellent  if  proper 
patient  selection  is  performed. 

The  eingie  most  important  develop^ 
ment  In  perinatal  medicine  is  the 
development  and  use  of  ultrasound- 

The  emphasis  of  the  70’s  and  80’s  has  changed  from 
maternal  mortality  to  neonatal  survival  and  reduced 
morbidity.  We  now  have  treatment  for  preterm  labor, 
premature  rupture  of  membranes,  better  hygiene  and 
observation,  etc.  Rh  sensitization  has  progressed  in  40 
years  from  an  unknown  disease  entity,  with  fatal  or 
serious  sequela,  to  a rare  occurrence  in  1989.  The  use 
of  Rh  titers  and  amniocentesis  aid  in  the  diagnosis. 
Early  induction,  exchange  transfusions  of  th^  infant,  or 
intrauterine  transfusions  have  resulted  in  a very 
favorable  fetal  outcome.  The  use  of  RhoGAM  at  28 
weeks  gestation,  following  a genetic  amniocentesis, 
abortion,  or  ectopic  pregnancy,  and  post  delivery  have 
helped  to  prevent  the  disease  entirely. 

Fetal  monitoring,  while  controversial,  has  by  and 
large  improved  our  awcu'eness  of  the  fetus  during  the 
process  of  labor— albeit  being  an  influence  in  increas- 
ing our  cesmean  section  rate.  The  knowledge  derived 
from  monitoring  and  improved  maternal/fetal  observa- 
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don  during  the  process  of  labor,  I believe,  has  lead  to  a 
much  safer  and  improved  quality  of  life  for  both  mother 
and  child. 

The  single  most  important  development  in  perinatal 
medicine  is  the  development  and  tise  of  ultrasound.  Its 
safety  is  well  established.  Studies  are  underway  to 
evaluate  its  cost  effectiveness.  However,  in  England, 
this  already  has  been  established— 1)  we  can  establish 
dates  and  make  iatrogenic  prematmity  a rarity,  2)  we 
can  diagnose  multiple  gestations  early,  3)  observe  con- 
genital anomalies,  4)  evaluate  bleeding  problems,  5) 
solve  bhghted  ovum  vs  threatened  abortions,  6)  dif- 
ferentiate placenta  previa  from  abruptio  placenta,  7) 
follow  intrauterine  growth,  and  8)  eviiluate  cardiac  ac- 
tivity. I believe  that  the  time  has  come  when  the 
stamdard  of  obstetric  care  will  necessitate  at  least  one 
ultrasound  per  pregnamcy  at  approximately  the  16th 
week  of  gestation.^ 

It  has  baen  m exciting  30  years.— the 
future  will  be  even  more  exciting. 

The  challenge  of  the  future  in  perinateil  medicine 
now  rests  with  the  etiology  of  premature  rupture  of 
membranes  and  its  significance  in  prevention  of 
prematurity,  the  prevention  of  prematurity  itself, 
AIDS,  the  development  of  a VBAC  system  to  decrease 
our  cesarean  section  rate,  and  a more  liberal  and  prac- 
tical use  of  the  ultrasound  in  obstetrics. 

Invasive  carcinoma  of  the  cervix,  at  this  time,  has 
shown  a significant  decrease  because  of  the  widespread 
educational  process  involved  regarding  pap  smears  and 
yearly  physicals  and  is  tmother  good  example  of  sound, 
preventive  medicine.  A disease  that  was  once  in  the  top 
four  for  maternal  mortality  is  now  significantly 
decreased. 

The  significant  developments  in  the  field  of  gynecol- 
ogy in  the  1980’s  were  the  development  of  laparoscopy 
and  ultrasonography. 

Laparoscopy  has  greatly  increased  our  armamen- 
t2U'ium  in  the  diagnosis  of  pelvic  pain  and  women’s 
disease.  It  has  increased  our  awareness  of  the  physiol- 
ogy of  the  pelvis,  the  ovulatory  cycle,  and  the 
significance  of  some  of  the  disease  entities  in  infertility. 
The  diagnostic  laparotomy  and  its  sequela  of 
hospitalizations  and  long  post-operative  recovery  has 
now  given  way  to  a diagnostic  laparoscopy  through  the 
Same  Day  Surgery  unit  with  rapid  return  to  work  and 
minimtil  disability.  The  tubal  sterilization  has  been  the 
most  common  surgical  procedure  for  years  in  the 
operating  room.  It,s  developed  from  the  initial  method 
of  tubal  coagulation  and  biopsy  to  the  more  recent 
modifications  including  the  faUope  ring  which  has 


made  tubal  sterilization  a very  safe  and  efficijent  means 
of  contraception. 

Surreal  development  techniques  by  Serum’s  in  Ger- 
many and  those  of  the  Decherney,  Yale  group,  have 
expressed  the  opinion  that  85  percent  of  laparotomies 
in  the  future  will  be  unnecessary  and  that  the  surgicail 
procedures  will  be  performed  via  the  laparoscope. 
With  the  advent  of  laser,  particularly  Argon  and  C02, 
this  is  increasingly  more  evident  in  the  treatment  of  en- 
dometriosis in  the  infertile  patient.  I personally  now 
treat  80  percent  of  my  infertility  endometriosis  patients 
via  the  laparoscope  with  success  equal  to  that  of  the 
laparotomy. 

Ectopic  pregnancies  can  now  be  treated  via  the 
laparoscope,  diagnosed,  and  sent  home  within  the  same 
day.  The  patient  can  return  to  work  within  a couple  of 
days.  A salpingostomy  is  performed  with  evacuation  of 
the  ectopic  pregnancy.  The  sailpinostomy  heals  similar 
to  that  of  a ureter  and  the  recurrence  rates  are 
equivalent  to  those  done  by  a laparotomy.  Post-opera- 
tive follow  up  is  necessary,  by  serum  HCG,  to  see  that 
the  titers  return  to  normal.  The  use  of  laser  and  the 
laparoscope  has  been  indicated  in  the  following  condi- 
tions: 1)  endometriosis,  2)  ectopic  pregnancy,  3)  pelvic 
adhesions,  4)  dysmenorrhea,  and  5)  transsection  of  the 
uterosacreil  ligaments  for  dysmenorrhea.  The  use  of 
C02  laser  in  the  treatment  of  vulvar,  vaginal,  cmd  cer- 
vicail  dysplasias  is  used  extensively.  The  C02  laser  can 
be  controlled  well  with  superficial  sloughing  of  the 
squamous  epithehum  amd  not  damaging  the  underlying 
tissue.  Extensive  studies  have  been  done  with  the  Yag 
laser  regarding  removal  of  intrauterine  septums  and 
with  cervical  cones.  As  time  progresses,  all  of  us  get 
more  comfortable  with  the  laser  and  extend  their  use  as 
diseases  indicate. 

Ultrasonography  is  used  to  follow  pelvic  masses  to 
differentiate  the  simple  mass  from  the  complex  mass, 
to  aid  in  the  diagnosis  of  ectopic  pregnancy,  to  follow 
the  growth  of  uterine  fibroids,  and  is  used  extensively 
in  following  the  growth  and  development  of  the  ovarian 
follicle  in  ovarian  stimulation  programs. 

One  of  the  real  challenges  of  the  1980’s  is  the  increas- 
ing incidence  of  sexually  transmitted  diseases  and  their 
sequela: 

1)  chlamydia-with  its  subsequent  tubal  infertility 

2)  herpes-with  its  physical  as  well  as  psychological 
trauma 

3)  papilloma  virus-with  its  yet  unknown  future,  al- 
though indications  seem  to  point  to  an  increasing 
number  of  genital  dysplasias  in  subsequent  years. 

Exciting.. ..yes!  It  has  been  an  exciting  30  years.  With 
the  people  that  are  coming  into  the  field  and  the 
knowledge  that  is  accumulating,  the  future  will  be  even 
more  exciting! 
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Presidenfs  Page 


About  Our  New  President 

MICHAEL  W.  PEKAS,  MD  specializes  in  the  prac- 
tice of  ophthalmology  at  Central  Plains  Clinic  in  Sioux 
Falls,  South  Dakota.  Dr.  Pekas  was  born  April  25, 1942, 
•in  Sioux  Falls,  and  graduated  from  Washington  Senior 
High  School  in  1960,  where  he  was  active  in  music  and 
sports.  He  attended  the  University  of  South  Dakota 
receiving  a BA  in  1964  and  a BS  in  medicine  in  1966. 
Dr.  Pekas  received  his  MD  degree  from  the  University 
of  K2uisas  in  1968.  He  joined  the  Naval  Reserve  upon 
entering  medical  school  in  1964,  and  went  on  active 
duty  in  the  US  Navy  while  in  medical  school.  He  did  a 
rotating  internship  at  the  U.  S.  Navad  Hospital,  Camp 
Pendleton,  California  from  July  1968  through  June  of 
1%9.  He  spent  several  months  on  staff  at  the  Naval 
Hospital  at  Camp  Pendleton,  and  from  there  went  to 
Pensacola,  Florida,  Naval  Air  Trcuning  Command  for 
training  as  a naval  flight  surgeon. 

Following  successful  completion  of  flight  training  he 
was  assigned  to  attack  carrier  Air  Wing  II,  as  flight  sur- 
geon to  the  attack  squadrons  aboard  the  attack  carrier 
Ranger  (CVA  62)  on  combat  cruises  to  Southeast  Asia 
during  the  Viet  Nam  conflict.  Lt.  Commander  Pekas 
logged  over  500  hours  on  combat  and  combat  support 
missions  and  has  logged  over  100  carrier  launches  and 
recoveries  in  various  naval  attack  and  fighter  aircraft. 
Among  his  aweu'ds  and  decorations  are  included  the 
Air  Medal  and  the  Navy  Commendation  Medal  (two 
awards).  Following  discharge  from  the  Navy  in  1972, 
he  spent  six  months  working  as  a full  time  emergency 
room  physician  in  Kansas  City,  Kansas.  Dr.  Pekas  com- 
pleted a residency  in  ophthalmology  at  the  University 
of  Kimsas  Medical  School  in  Kansas  City,  July  1973  - 
1976.  He  then  moved  to  Sioux  Falls  and  joined  Central 
Plains  Clinic  to  form  the  Department  of  Ophthalmol- 
ogy where  he  is  still  practicing. 

Dr.  Pekas  was  certified  by  the  American  Board  of 
Ophthalmology  in  1977,  and  became  a Fellow  of  the 
American  College  of  Surgeons  in  1978.  He  is  a mem- 
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ber  of  the  Seventh  District  Medical  Society;  the  AMA; 
South  Dakota  State  Medical  Association,  where  he  has 
served  as  councilor  from  the  Seventh  District,  chairman 
of  the  Coimcil,  vice  president,  and  president-elect.  He 
is  an  active  member  of  the  South  Dakota  Academy  of 
Ophthalmology  where  he  served  as  president  in  1980 
and  1981;  a member  of  the  Medical  Advisory  Commit- 
tee to  the  South  Dakota  Department  of  Social  Services; 
president  of  the  Management  Committee  of  the  Sioux 
Falls  Surgical  Center;  a clinical  associate  professor  of 
surgery  at  the  USD  School  of  Medicine;  on  the  Board 
of  Directors  of  the  USD  Foundation;  and  a district  rep- 
resentative for  the  USD  School  of  Medicine  Alumni 
Association.  Dr.  Pekas  has  served  on  the  Board  of 
Directors  of  DakotaCare  and  on  the  Board  of  Direc- 
tors of  the  Central  Plains  Clinic.  He  enjoys  active  staff 
privileges  at  both  McKennan  auid  Sioux  VaUey  Hospi- 
tals in  Sioux  Falls.  He  is  a member  of  Sioux  Falls 
Downtown  Rotary  and  has  served  on  its  Board  of 
Directors  and  he  is  currently  on  the  Board  of  Directors 
of  the  South  Dakota  Symphony. 

Dr.  Pekas  met  his  wife,  Karen,  while  they  were  im- 
dergraduate  students  at  the  University  of  South 
Dakota.  They  were  married  upon  graduation  from  un- 
dergraduate school  prior  to  beginning  medical  school. 
They  have  two  children:  Lisa  Pekas  Kiroff,  age  24,  a 
teacher  in  Omaha;  and  John,  age  20,  a junior  at  the 
University  of  Nebraska  in  Lincoln.  Dr.  Pekas  and  his 
wife  attend  St.  Mary’s  Catholic  Church  in  Sioux  Falls 
where  they  are  both  lectors.  Hobbies  and  interests  in- 
clude all  forms  of  outdoor  activity,  including  golf, 
tennis,  water  skiing,  sailing,  snow  skiing,  and  bumming 
around  Pickerel  Lake  when  he  gets  the  time  off.  Dr. 
Pekas  is  em  avid  fisherman  and  hunter,  and  is  a sponsor 
of  Ducks  Unlimited.  He  enjoys  flying  as  an  avocation, 
owning  a qutU’ter  interest  in  an  ziirplane  and  is  an  instru- 
ment rated  pilot.  Dr.  Pekas  enjoys  all  kinds  of  music, 
both  popular  and  classical,  and  at  times,  still  drags  out 
his  trumpet  to  terrorize  the  neighbors.  # 
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President’s  Page 


Michael  W.  Pekas,  MD,  President,  South  Dakota  State 
Medical  Association 


Hold  onto  your  hat!  It’s  going  to  be  a 
Humdinger! 

By  the  time  you  read  this,  our  annual  June  meeting 
will  have  been  completed,  and  it  is  difficult  to 
know,  at  this  point  in  time,  what  the  Council  and  the 
House  of  Delegates  will  see  fit  to  make  our  goals  and 
objectives  for  the  oncoming  year.  I’ve  had  a fair  amount 
of  experience  participating  in  the  discussions  of  the 
Council  and  the  House  of  Delegates  over  the  past  yezu's, 
so  one  would  hope  I would  have  some  sort  of  sense  of 
direction  as  to  where  medicine,  both  on  a state-wide 
basis  and  nationally,  will  be  going  over  the  next  year.  I 
spent  some  time  reviewing  the  "President’s  Page",  as 
written  by  our  last  four  presidents,  and  in  reviewing  the 
topics  and  subjects  that  were  of  interest  during  these 
past  few  years,  I was  struck  with  the  feeling  that  "we  ain’t 
seen  nothin’  yet!" 

Medicine  is  faced  with  the  biggest  challenge  it’s  ever 
been  handed  since  it  became  an  organized  profession. 
The  impact  of  Medicare,  Medicaid  and  other 
governmental  entitlement  programs  on  our  system  of 
medicine,  has  been  enormous.  Unfortunately,  the  cost 
of  their  cost-plus  health  care  system  has  become  too  ex- 
pensive for  the  politicians  to  bear.  All  governments  in 
the  past  that  have  been  faced  with  this  problem  have 
begun  by  macromanaging  the  health  care  system  by 


limiting  expenditure  payments  to  the  providers  of 
health  care.  When  this  has  failed  to  adequately  control 
costs,  they’ve  begun  to  micromanage  the  system  by  ac- 
tually telling  and  instructing  the  providers  as  to  who  will 
be  their  patients,  how  these  patients  will  be  managed 
and  treated,  and  generedly  subjecting  the  health  care 
provider  to  medical  care  planning  by  committee. 

In  an  attempt  to  lower  the  horrible  budget  deficit  that 
our  country  is  cursed  with,  the  executive  and  legislative 
branches  of  our  Federal  Goveriunent  have  singled  out 
health  care  financing  as  a way  to  save  some  money  and 
reduce  the  deficit.  Although  a lot  of  rhetoric  is  spent 
on  discussing  access  to  the  health  care  system  and 
quality  medical  care  by  our  Federal  governmental 
agencies  and  Congress,  the  bottom  line  seems  to  be  only 
dollars  and  cents  expended.  The  geographic  reimbur- 
sement mechanisms  which  exist  within  this  system 
(physician  payment  by  zip  code)  causes  great  difficulty 
in  retention  of  rural  physicians  and  puts  our  rural  hospi- 
tals in  serious  financial  jeopardy.  This  multi-tiered 
reimbursement  system  causes  Medieare  patients  in  all 
rural  areas  of  the  United  States  to  subsidize  medical 
care  for  urban  senior  citizens  in  this  country  in  an 
amount  exceeding  eighteen  billion  dollars  per  year. 

The  Physician’s  Payment  Review  Commission  will  be 
recommending  a revised  Medicare  fee  schedule  to 
Congress  with  target  date  for  transition  set  in  April  of 
1990  with  full  implementation  of  this  fee  schedule  by 
1992.  Although  the  HSAIO  RBRVS  will  be  used  as  a 
general  template  for  this  Medicare  fee  schedule,  it’s 
still  unknown  just  exactly  in  what  form  the  relative  value 
scale  will  be  presented  to  Congress  by  the  PPRC.  This 
is  made  even  more  difficult  by  the  fact  that  several  other 
specialty  organizations  within  medicine  have  split  from 
the  AMA  and  are  trying  to  cut  their  own  deal  with  the 
PPRC. 

The  fact  that  thirty-five  million  Americans  have  no 
health  insurance  in  this  country  is  a major  medical 
problem  that  has  to  be  dealt  with  and  dealt  with  quick- 
ly. It  is  difficult  to  understand  why  the  Executive 
Branch  has  done  nothing  to  place  this  on  an  active  agen- 
da. Congress,  of  course,  favors  some  form  of  national 
health  insurance,  and  is  looking  fondly  at  our  neighbors 
to  the  north  from  Canada  and  trying  to  tell  the  citizens 
of  this  country  that  the  British  and  Canadian  health  care 
systems  are  the  answer  to  all  our  problems.  This  is 
especially  interesting  in  that  the  British  are  gradually 
abandoning  their  national  health  insurance  system  and 
are  trying  to  go  back  to  some  form  of  a free  enterprise 
medical  system.  The  AIDS  epidemic  continues  to 
ravage  our  world  and  assault  our  health  care  profes- 
sions and  system  which,  at  this  point,  is  still  without  an 
effective  way  to  deal  with  this  modern  day  plague. 
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I know  that  all  of  this  is  very  depressing  news  and  that 
it  would  be  nice  if  we  didn’t  have  to  discuss  or  think 
about  these  things  ("Don’t  worry-be  happy!"),  but  they 
are  not  going  away.  The  responsibihty  that  we  have  as 
physicifUis  to  maintain  high  quality  medical  c^ue  for  our 
patients,  in  an  accessible  manner,  at  an  affordable 
price,  remains  and  is  more  important  than  ever.  In 
order  to  survive  these  onslaughts  upon  the  sacred 
relationship  between  physician  and  his  patient,  we  must 
band  ever  more  closely  together  and  work  with  one 
another  to  find  a solution  to  these  complex  problems. 
The  basic  fact  is  that  there  is  nobody  in  this  country  who 
is  capable  of  solving  the  problems  facing  our  Nation’s 
health  care  system  today  except  for  unified,  organized 
medicine.  # 


The  ChemPro  500  gives  you  precise  and  accurate 
results  from  whole  blood  in  seconds. 

So  you  get  answers  when  you  need  them-while  your 
patient  is  in  the  office. 

Electrolyte  Profile  (K'*',  Na^,  Cf,  pH) 

Ion  Profile  (K+,  Na^,  Ca^  + , pH) 

Potassium,  BUN/GIucose,  HgB/Hct 
Glucose/Potassium,  Glucose,  BUN 
To  Learn  more  about  the  ChemPro  500  system  or  to 
see  a demonstration  contact: 

KREISERS  INC. 


1 220  S.  Minnesota  Ave.  1 723  Geneva  219  Omaha  St.  1724  8th  Ave.  M. 

Sioux  Falls,  SD  Sioux  City.  Iowa  Rapid  City,  SD  Billings,  MT 

605/336-1155  712/252-0505  605/342  2773  406/252-9309 


NOTICE  TO  POLICYHOLDERS,  CLAIMANTS  AND  CREDITORS  OF 

EMPIRE  CASUALTY  COMPANY 

OPPORTUNITY  TO  FILE  CLAIMS 

NOTICE  IS  HEREBY  GIVEN  that  Empire  Casualty  Company,  organized  under  the  laws  of  the  State  of  Colorado, 
with  corporate  offices  in  Ada,  Oklahoma  and  Denver,  Colorado  has  been  placed  in  receivership  by  Order  of  the 
District  Court  in  and  for  the  City  and  County  of  Denver,  Colorado. 

Pursuant  to  the  authority  vested  in  the  Receiver,  ziU  policyholders,  claimants  and  creditors  of  Empire  Casualty 
Company  are  hereby  given  the  opportunity  to  file  notice  and  proof  of  claiim  with  the  Receiver  of  Empire  Casualty 
Company. 

Notice  and  proof  of  claim  must  be  addressed  and  postmarked  to  the  Receiver  at  his  address  by  midnight,  September 
30, 1989.  NO  Ll2\BILITY,  INDEMNITY,  OR  CLAIM,  KNOWN  OR  UNKNOWN,  WILL  BE  CONSIDERED  IN 
THE  RECEIVERSHIP  UNLESS  SUCH  BECOMES  KNOWN  AND  REPORTED  TO  THE  RECEIVER  ON  OR 
BEFORE  THE  CLAIM  FILING  DEADLINE. 

Claim  forms  are  available  from,  and  must  be  filed  with,  Robert  D.  Bcdzano,  Receiver,  Empire  Casualty  Company,  333 
W.  Colfax  Avenue,  Suite  515,  Denver,  Colorado,  80204. 

Claims  allowed  by  the  Receiver  will  share  in  the  distribution  of  assets  of  this  company  according  to  section  10-3-507 
(3)  Colorado  Revised  Statutes.  Claimants  will  receive  notice  of  allowance  or  disadlowance  of  their  claim  and  its  priority 
classification  by  the  Receiver. 

PERSONS  WITH  MALPRACTICE  OR  PROFESSIONAL  LIABILITY  INSURANCE  WRITTEN  ON  AN 
OCCURRENCE  CONTRACT  MUST  OBTAIN  RUN-OFF  OR  "TAIL"  COVERAGE  FROM  ANOTHER  INSURER 
OR  RISK  PERSONAL  LIABILITY  FOR  INCURRED  BUT  UNKNOWN  CLAIMS.  CONSULT  AN  INSURANCE 
COMPANY  OR  AGENT  ABOUT  THIS  COVERAGE. 
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I read  with  interest  the  editorials  concerning  Living 
Will  legislation  by  Doctor  Richard  Holm  (SDJM  - 
November,  1988)  and  Doctor  John  Stransky  (SDJM  - 
January,  1989).  I was  pleasantly  surprised  to  learn  that 
the  Legislative  Committee  of  SDSMA  had  taken  an  ac- 
tive interest  in  the  subject. 

There  is  little  disagreement  that  advance  directives 
from  patients  to  physicians  are  highly  desirable  in  as- 
sisting a surrogate  (usually  the  family)  in  making  life 
and  death  decisions  when  the  patient  has  lost  his 
decision-making  capacity.  In  my  view,  this  problem  is 
best  handled  by  an  agent  for  the  patient,  designated 
through  a Durable  Power  of  Attorney,  who  has  in  his 
possession  a reasonably  specific  Living  Will  document. 
Both  Durable  Powers  of  Attorney  and  Living  Wills  can 
be  subject  to  misuse  and  abuse,  but  what  better  indica- 
tions of  the  patient’s  desires  could  there  be  than 
directives  written  by  the  patient  while  still  competent? 

I applaud  the  decision  to  refer  this  matter  to  the 
Medical-Legal  Committee.  Hopefully,  the  Committee 
will  recommend  that  the  Association  support  legisla- 
tion which  will  ^ve  legal  recognition  to  Living  Wills  cmd 
clarify  the  status  of  medical  Durable  Powers  of  Attor- 
ney. I feel  both  documents  are  necessary  to  protect 
patients,  surrogates,  and  physicians  and  to  clarify  their 
responsibilities.  Although  some  would  argue  that  legis- 
lation is  unnecessary  to  accomplish  these  goals,  the 


*Medical  Ethics  Advisor.  Vol,  5/No.  4,  pp.  50-53,  April,  1989. 


approval  of  the  legislature  reflects  the  approval  of  the 
population,  and  legislative  acceptance  provides  an  at- 
mosphere where  decisions  can  be  made  with  more 
comfort  and  therefore  more  reason.  Time  and  ex- 
perience have  removed  many  of  the  "bugs"  in  earlier 
state  statutes  (40  states  have  Living  Will  legislation). 
We  could  use  as  a model  Minnesota’s  recently  passed 
"Health  Care  Decision  Act"  (which  includes  both  docu- 
ments).* Only  through  the  combined  positive  efforts  of 
the  medical  and  legal  professions  can  this  be  ac- 
complished. Let’s  not  lose  the  opportunity  to  do 
something  positive  for  senior  citizens.  So  more  power 
to  the  Committee! 

Until  their  efforts  bear  fruit,  physicians  can  provide 
their  patients  an  immeasurable  service  by  discussing 
advance  directive  concepts  with  them  and  in  document- 
ing the  results  in  a prominent  place  in  the  chart.  The 
discussion  can  be  facilitated  by  a Living  Will  form  which 
includes  a provision  for  a Durable  Power  of  Attorney, 
supplied  by  "Concern  for  Dying",  250  West  57th  St., 
New  York,  New  York  10107,  or  I would  be  glad  to  send 
you  a copy! 

I would  encourage  all  physicians  to  keep  abreast  of 
developments  in  the  biomedical  ethical  arena  ....  both 
nationally  and  in  South  Dakota.  # 

Reuben  J.  Bareis,  MD,  President 
South  Dakota  Medical  Directors  of 
Nursing  Homes  Association 
Rapid  City,  SD 


South  Dakota  Society  Of 

Pathologists 


Officers  for  1988-89 

Bradley  B.  Randall,  MD,  President 

Roy  G.  Burt,  MD,  Vice  President 

Jerry  L.  Simmons,  MD,  Secretary-Treasurer 


South  Dakota 
Foundation  for 
fTledicol  Core 

SDFMC’s  Ambulatory  Surgery  Review 

SDFMC  will  be  selecting  a sampling  of  5%  of  Medicare  eimbulatory  surgeries  for  retrospective  review  (a 
3%  sample  of  outpatient  cataract  surgeries  will  be  selected  sepcU'ately). 

SDFMC  will  utilize  a nurse  reviewer  to  screen  the  ambulatory  surgery  record  to  determine  the  following; 

Determine  if  the  CPT-4  procedure  codes  and  HCFA  procedure  codes  are  assigned  appropriate- 
ly. Verify  the  medical  necessity  of  the  procedures  and  determine  if  the  quality  of  care  was  ap- 
propriate based  on  HCFA  generic  quality  screens. 

All  cases  not  meeting  criteria  will  be  referred  to  a physician  reviewer  for  a determination. 

1.  Adequacy  of  pre-operative  assessment 

* a.  Appropriate  and  timely  history  and  physical  examination  completed  and  results  in  chart/record,  with 

evaluation  note  by  the  operating  smgeon,  the  note  is  to  include  information  about  the  operative  site, 

b.  Laboratory,  EKG  and  x-rays  (necessary/relevant  for  the  procedme  being  performed)  completed  with 
reports  available  at  the  time  of  surgery. 

* c.  Vital  signs  taiken  and  recorded  prior  to  surgery. 

d.  Abnormal  results  or  diagnostic  services,  vitcd  signs,  addressed  and  resolved  or  the  record  explains 
they  are  unresolved. 

2.  Appropriate  and  timely  interventions  during  surgery  for  significant  and  sustained  deviations  or 
adequate  explamation. 

a.  BP 

b.  Pulse 

c.  Respiratory  difficulty  and/or  decrease  in  PO2 

d.  Blood  loss 

e.  Abnormal  temperature 

3.  Issues  related  to  the  provision  of  post-operative  care. 

a.  Absence  of  temperature  elevation  101  degrees  oral  (rectal  102  degrees) 

b.  Absence  of  BP  reading  of  less  than  85  or  greater  than  180  systolic  or  less  than  50  or  greater  than  110 
diastoUc  without  intervention. 

c.  Absence  of  pulse  less  than  50  (or  45  if  the  patient  is  on  a beta  blocker),  or  greater  than  120  without 
interventions. 

d.  Absence  of  respiratory  difficulty  or  observ^mce  of  hypoxia. 

e.  No  abnormal  bloody  drainage  from  wound. 

f.  No  serious  life-threatening  complications  as  a result  of  inadequate  care. 

g.  No  major  adverse  drug  reactions  or  medication  error. 

h.  No  significant  change  in  mental  status. 

*4.  Appropriate  documented  discharge  plan  with  provisions  for  follow-up  care. 

*5.  Adequate  patient  education. 

*PRO  reviewer  is  to  record  the  failure  of  the  screen,  but  need  not  refer  potential  Level  I quality  problems  to  physician  reviewer  until 
a pattern  emerges. 
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University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education,  service 
and  research  for  South  Dakotans' 


Perceptions  of  South  Dakota  Adults 
Concerning  Selected  Adolescent  Health 
Problems 

Druglalcohol  abuse,  teen-age  pregnancy  and  suicide  among  adolescents  are  believed  to  be  real 
problems  in  South  Dakota  by  a majority  of  people,  but  to  a much  less  extent  in  their  local  com- 
munity than  elsewhere  in  the  state. 

David  B.  Schubot,  Ph.D^ 

Norma  Schmidt,  MA^ 

ABSTRACT 

A telephone  survey  was  conducted  of  a random  sample  of  1,015  South  Dakota  households  to  assess  adults’  per- 
ceptions of  whether  alcohol  and  drug  abuse,  teen  pregnancy,  and  suicide  attempts  are  problems  in  their  community, 
and  across  the  state,  among  seventh  through  twelfth  grade  adolescents.  A majority  of  the  respondents  indicated 
that  alcohol  and  drug  abuse,  and  teen  pregnancy  are  a problem  for  adolescents  in  their  community  and  across  the 
state.  Regarding  suicide  attempts  among  adolescents,  over  a quarter  of  the  respondents  indicated  that  they  are  a 
problem  in  their  community,  and  one  half  of  the  respondents  indicated  that  they  are  a problem  across  the  state. 
Alcohol  and  drug  abuse,  teen  pregnancy,  and  suicide  attempts  are  more  likely  to  be  reported  as  being  a problem 
across  the  state  than  in  the  local  community.  Respondents  overwhelmingly  agreed  that  health  education 'programs 
in  schools  can  help  prevent  alcohol  and  drug  abuse,  teen  pregnancy,  and  suicide  attempts  among  seventh  through 
twelfth  graders. 


In  1987,  the  South  Dakota  Board  of  Education 
strongly  recommended  that  school  districts  adopt 
comprehensive  health  education  programs.  That 
recommendation  was  the  culmination  of  the  efforts  of 
the  State  Task  Force  on  Comprehensive  Health  Educa- 
tion. The  Task  Force  solicited  input  from  numerous 
sources  during  its  deliberations.  This  paper  reports  the 
information  presented  to  the  Task  Force  that  was 
elicited  from  a random  sample  of  South  Dakota  adults 
concerning  their  perceptions  of  selected  health 
problems  of  adolescents. 

The  larger  study,  which  is  reported  elsewhere,  also 
assessed  the  adult  respondents’  perceptions  concern- 
ing which  topics  should  be  included  in  health  education 
progr2uns  in  schools.^  This  paper  reports  the  results 


^Assistant  Professor,  Department  of  Family  Medicine,  USD 
School  of  Medicine,  Sioux  Falls,  SD. 

^State  of  South  Dakota  Department  of  Health,  Pierre,  SD. 


from  the  larger  study  which  pertain  directly  to  the  per- 
ceived prevalence  of  selected  adolescent  health 
problems,  and  the  perceived  efficacy  of  health  educa- 
tion programs  for  preventing  such  problems. 

METHODS 

Overview  of  the  study 

In  October,  1987,  the  South  Dakota  Department  of 
Health  sponsored  a statewide  telephone  survey  of  a 
random  sample  of  1,015  adults  concerning  their  per- 
ceptions of  comprehensive  health  education  in  the 
schools.  The  survey  questionnaire  assessed  adults’  per- 
ceptions in  three  areas.  The  first  area  concerned  the 
perceived  extent  of  alcohol  and  drug  abuse,  teen  preg- 
nancy, and  suicide  attempts  among  seventh  through 
twelfth  grade  students  both  in  the  local  community  and 
statewide.  The  second  area  concerned  whether  health 
education  programs  in  schools  could  help  prevent  these 
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problems  among  students.  The  third  area,  which  is 
reported  elsewhere,  concerned  which  topics  should  be 
included  in  health  education  programs.^ 

Survey  Population 

The  smvey  population  consisted  of  all  persons  living 
in  South  Dakota  who  were  18  years  or  older  at  the  time 
of  the  siu^ey.  The  sampling  frame  utilized  was  South 
Dakota  households  having  a telephone  number  listed 
in  a telephone  directory  published  by  US  West  Direct 
or  an  independent  telephone  company. 

Sampling  Plan 

For  purposes  of  the  survey,  all  South  Dakota  coun- 
ties contiguous  to,  and  west  of  the  Missouri  River 
constituted  the  West  River  Sample.  The  remaining 
coimties  constituted  the  East  River  Sample.  Systematic 
samples  with  a random  start  were  selected  from  both 
the  West  River  and  East  River  Samples. 

Respondent  Selection  at  the  Houshold  Level 

Although  the  sampling  plan  was  designed  to  produce 
a representative  sample  of  South  Dakota  households, 
the  validity  of  the  results  would  be  threatened  if  the  in- 
terviewers were  permitted  to  tU'bitrarily  select  the 
respondents  from  among  the  members  of  the 
household.  To  minimize  this  potential  source  of  bias,  a 
procedure  was  utilized  to  randomly  select  the  respon- 
dent from  among  the  household  members.  The 
respondent  selection  procedure  consisted  of  choosing 
the  adult  member  of  the  household  with  the  most  recent 
birthday  to  be  the  respondent. 

Interview  Protocol 

The  telephone  interviews  were  conducted  during 
October,  1987,  by  the  Survey  Research  Laboratory  in 
Brandon,  SD.  The  telephone  calls  were  made  between 
the  hours  of  5:30  pm  to  9:00  pm  local  time.  At  least 
three  attempts,  on  at  least  two  different  evenings,  were 
made  to  contact  each  potential  respondent  before 
selecting  an  alternate. 


RESULTS 

Representativeness  of  the  Sample 

Comparisons  were  made  between  the  population  of 
each  East  River  county  expressed  as  a percentage  of 
the  toted  population  for  all  East  River  counties,  and  the 
percentage  of  completed  survey  questionnaires  from 
each  of  the  East  River  counties.  For  31  of  the  35  East 
River  counties,  these  two  percentages  were  within  1% 
of  each  other.  The  same  analysis  was  performed  for  the 
West  River  counties  with  the  result  that  for  26  of  the  31 
West  River  counties,  the  two  percentages  were  within 
1%  of  each  other. 


Rate  of  Noncompletion 

There  were  1,305  eligible  respondents  who  were  con- 
tacted by  telephone,  and  of  those,  290  declined  a 
request  to  complete  the  survey  questioimaire,  for  a 
refusal  rate  of  22.2%  for  the  combined  statewide 
sample.  The  refusal  rate  for  the  East  River  Sample  was 
23.7%  and  the  refusal  rate  for  the  West  River  Scunple 
was  20.6%.  Anecdotal  information  provided  by  the  in- 
terviewers indicated  that  many  of  the  nonresponders 
were  elderly  persons  who  expressed  little  interest  in  the 
topic. 

Demographics  of  the  Respondents 

Two-thirds  of  the  respondents  were  female.  One- 
third  of  the  respondents  were  between  the  ages  of  18 
and  35,  26.7%  were  between  35  and  50  years  of  age, 
18.4%  were  between  51  and  64  years  of  age,  and  21.7% 
were  65  years  of  age  or  older.  One-third  responded 
that  they  had  children  attending  school  in  grades 
kindergarten  through  twelfth  grade. 

Margin  of  Error.  The  sample  size  was  chosen  to  limit 
the  margin  of  error  to  _±5%.  However,  the  actual  mar- 
gin of  error  estimates  were  all  under  -1-4%. 

Perceived  Adolescent  Health  Problems  in  the 
Community 

The  respondents  were  read  a list  of  some  health 
problems  that  may  exist  in  their  community  and 
statewide  among  students  in  grades  seven  through 
twelve.  They  were  asked  to  indicate  whether  they 
thought  each  one  was  a problem,  or  basically  no 
problem  in  their  community  and  statewide.  .They  also 
had  the  option  of  expressing  no  opinion. 

Alcohol  and  drug  abuse.  When  asked  about  alcohol 
and  drug  abuse  among  seventh  through  twelfth  graders 
in  their  community,  68.3%  responded  that  they  were  a 
problem,  18.1%  said  they  were  not  a problem,  and 
13.6%  had  no  opinion.  However,  when  asked  whether 
they  were  a problem  across  the  state,  a significantly 
greater  percentage  of  85%  said  that  alcohol  and  drug 
abuse  were  a problem,  3.4%  said  they  were  not  a 
problem,  and  11.5%  had  no  opinion 
(X^  = 121.67,p  < .0001).  (Figure  1) 

Teen  pregnancy.  In  response  to  the  question  of 
whether  teen  pregnancy  was  a problem  among  seventh 
through  twelfth  graders  in  their  community,  53.6% 
responded  that  it  was  a problem,  29%  said  it  was  not  a 
problem,  and  17.4%  had  no  opinion.  As  was  the  case 
with  alcohol  and  drug  abuse,  a significantly  greater  per- 
centage of  76.6%  said  teen  pregnancy  was  a problem 
across  the  state,  7.3%  said  it  was  not  a problem,  and 
16.2%  had  no  opinion  (X^  = 173.11,  p < .0001).  (Figure 
1) 

Suicide  attempts.  Twenty  nine  percent  of  the  respon- 
dents said  that  suicide  attempts  among  seventh  through 
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twelfth  graders  were  a problem  in  their  community, 
52.4%  said  they  were  not  a problem,  and  18.6%  had  no 
opinion.  The  pattern  shown  above  also  emerged  for  the 
question  of  suicide  attempts  across  the  state,  with  a sig- 
nificantly higher  percentage  of  50%  indicating  that  it  is 
a problem,  21.3%  saying  that  it  is  not  a problem,  and 
28.7%  expressing  no  opinion  (X^  = 212.27,p<  .0001). 
(Figure  1)  The  responses  of  the  East  River  Sample  and 
the  West  River  Sample  differed  on  the  question  about 
suicide  attempts  in  the  community  \\ath  a greater  per- 
centage of  the  West  River  Sample  reporting  that  they 
are  a problem  (34.8%),  than  did  the  East  River  Sample 
(23.3%),  = 17.49,p  < .0002. 


Percent  Agreeing  that  Alcohol  and  Drug  Abuse, 
Teen  Pregnancy,  and  Suicide  Attempts  are  a 
Problem  in  the  Community  and  in  the  State 


Alcohol  and  Drug  Abuse  Teen  Pregnancy  Teen  Suicide 


NoOpir^ 
O No  Problem 
H Problem 


Figure  1 


Percent  Agreeing  that  Health  Education 
Programs  in  Schools  Can  Help  Prevent 
Adolescent  Health  Problems 


Alcohol  and 
Drug  Abuse 


Teen 

Pregnancy 


Figure  2 

Perceived  Efficacy  of  the  Health  Education  Programs 
for  Preventing  Adolescent  Health  Problems 

The  respondents  were  asked  to  indicate  whether 
they  agree  or  disagree  that  health  education  programs 


in  schools  can  help  prevent  the  adolescent  health 
problems  of  cilcohol  and  drug  abuse,  teen  pregnamcy, 
and  suicide  attempts. 

Prevention  of  alcohol  and  drug  abuse.  When  asked 
whether  they  agreed  or  disagreed  that  health  education 
programs  in  schools  can  help  prevent  alcohol  and  drug 
abuse  among  seventh  through  twelfth  graders,  91.1% 
agreed,  5.9%  disagreed,  and  3%  had  no  opinion. 
(Figure  2)  A higher  percentage  of  the  East  River 
Sample  agreed  with  the  statement  (93%),  than  did  the 
West  River  Sample  (89.2%),  X^  = 6.36,p  < .05. 

Prevention  of  teen  pregnancy.  Concerning  whether 
they  agreed  or  disagreed  that  health  education 
programs  in  schools  can  help  prevent  teen  pregnancy, 
85.9%  agreed,  8.8%  disagreed,  and  5.3%  had  no 
opinion.  (Figure  2) 

Prevention  of  suicide  attempts.  Regarding  whether 
they  agreed  or  disagreed  that  health  education 
programs  in  schools  can  help  prevent  suicide  attempts 
among  seventh  through  twelfth  graders,  84.3%  agreed, 
9.1%  disagreed,  and  6.6%  had  no  opinion.  (Figure  2) 

DISCUSSION 

There  are  three  major  findings  from  this  study.  The 
first  is  that  a majority  of  the  respondents  indicated  that 
alcohol  and  drug  abuse,  and  teen  pregnancy  are  a 
problem  for  adolescents  in  their  community  and  across 
the  state.  Regarding  suicide  attempts  among  adoles- 
cents, over  a quarter  of  the  respondents  indicated  that 
they  are  a problem  in  their  community,  and  one  half  of 
the  respondents  indicated  that  they  are  a problem 
across  the  state.  The  second  major  finding  is  that  al- 
cohol and  drug  abuse,  teen  pregnancy,  and  suicide 
attempts  are  more  likely  to  be  reported  as  being  a 
problem  across  the  state  than  in  the  local  community. 
The  third  major  finding  is  that  the  respondents  over- 
whelmingly agreed  that  health  education  programs  in 
schools  can  help  prevent  ^llcohol  and  drug  abuse,  teen 
pregnancy,  and  suicide  attempts  among  seventh 
through  twelfth  graders. 

The  implications  of  these  results  are  that  the  majority 
of  adults  in  the  state  perceive  a need  for  comprehen- 
sive health  education  in  the  schools,  and  that  they 
perceive  that  health  education  programs  can  be  effec- 
tive in  preventing  alcohol  and  drug  ab.use,  teen 
pregnancy,  and  suicide  attempts  among  seventh 
through  twelfth  graders.  The  finding  that  the  problems 
are  more  likely  to  be  reported  across  the  state  than  in 
the  local  community  may  reflect  an  optimistic  bias,  or 
they  may  be  an  indicator  of  the  media’s  impact  on  the 
perceived  prevalence  of  these  problems. 

The  State  Board  of  Education  has  mandated  that  all 
secondary  students  receive  education  about  the  HIV 
and  AIDS.  However,  local  school  districts  have  the  op- 
tion of  whether  or  not  to  offer  comprehensive  health 
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education.  The  results  of  this  study  indicate  that  al- 
though the  majority  of  adults  perceive  the  benefits  of 
health  education  programs  in  schools,  the  possible  ex- 
istence of  an  optimistic  bias  may  hinder  the 
implementation  of  comprehensive  health  education 
progreuns  at  the  local  level.  Local  citizens  may  insist 
that  alcohol  and  drug  abuse,  teen  pregnancy,  and 
suicide  attempts  may  be  problems  across  the  state  but 
not  in  their  loc^ll  community. 
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New  AMA  Book  Offers  Help  on 
Starting  and  Managing  a Successful  Practice 

(Chicago)  Physicians  who  plan  to  start  private  practices  or  those  who  wish  to  review  the  fundamentals  of 
practice  management  will  benefit  from  the  newly  revised  and  expanded  edition  of  The  Business  Side  of  Medi- 
cal Practice. 

Available  from  the  American  Medical  Association,  the  book  is  designed  to  provide  information  needed  to 
successfully  start  and  manage  a medical  practice.  Topics  new  to  this  edition  are  computers  in  the  medical 
office  and  up-to-date  information  on  the  pros  and  cons  of  the  various  legal  forms  of  organizing  a practice. 

Many  chapters  in  the  book  focus  on  deciding  how  to  practice,  selecting  the  place  to  practice,  setting  up 
an  office,  clearing  legal  hurdles  and  securing  professional  assistance,  and  the  kinds  of  insurance  a physician 
should  carry. 

Major  helpful  tips  and  guidelines  will  be  found  in  the  chapters  on  efficiency  and  office  operations,  running 
the  business  side  of  practice,  billing  and  collections,  and  personnel  management.  Another  chapter  addres- 
ses personal  financial  planning. 

Throughout  the  book  are  various  forms,  charts,  and  checklists  which  may  be  reproduced  and  used  by  of- 
fice staff. 

The  Business  Side  of  Medical  Practice,  166  pages,  OP-410/8,  is  available  for  $30  (20%  discount  for  AMA 
members),  from  the  American  Medical  Association,  Book  and  Pamphlet  Fulfillment,  PO  Box  10946,  Chicago, 
IL  60610-0946  or  call  1-800-826-6895  with  VISA  or  mastercard  to  order. 
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Karen  Pekas,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


Nothing  is  so  dear  and  precious  as  time." 

Francois  Rabelais 

Summer  is  upon  us,  and  hopefully  each  will  be  able 
to  spend  more  time  sharing  with  family  and  friends. 
At  least  we  seem  to  have  more  daylight,  and  perhaps 
the  needed  thirty  minutes  for  a quick  tennis  gcune  or  a 
ride  on  the  bike  trail.  What  is  even  better  is  a total  un- 
winding at  a favorite  retreat.  Sometimes  prepau'ing  for 
this  can  be  very  stressful  for  the  whole  family,  and  for 
the  practicing  physician  this  usually  means  paying  the 
piper  before  leaving  and  again  upon  returning  home. 

Time  is  the  missing  element  in  our  world.  Recently 
I read  an  article  about  how  much  time  Americans  waste 
in  their  lives.  The  average  American  spends  five  years 
waiting  in  lines,  six  months  at  traiffic  lights,  cmd  eight 
months  opening  junk  mail!  The  faster  we  try  to  move, 
the  less  we  seem  to  accomplish.  It  takes  time  to  cul- 
tivate those  most  important  relationships  in  our  lives. 
How  many  of  us  have  said  after  our  children  are  grown 
and  hving  away  from  us,  "The  time— those  eighteen 
years  went  by  so  quickly;  I cannot  believe  they  are 
gone!"  And  most  sadly,  those  who  have  said,  "If  only  I 
could  spend  that  time  over  agciin,  I would  cherish  so 
mcmy  moments." 

Time  is  a finite  quantity.  Choices  must  be  made  by 
us  on  how  we  spend  it.  Physicians  most  especially  have 
demands  on  their  time.  The  schedules  are  grueling, 


and  other  organizations  and  community  respon- 
sibilities cut  deeply  into  productive  time  and  the  time 
of  simply  being.  Everyone  needs  time  to  be  alone  with 
"self,  and  I would  suggest  that  physicians  need  that 
time  more  than  any  other  profession.  When  you  take 
time  for  yoiu’self,  you  are  treating  the  self  within  you, 
but  also  the  self  that  your  family,  friends,  patients,  and 
all  others  wUl  see. 

Enjoy  this  wonderful  time  of  the  year.  South  Dakota 
is  so  beautiful  in  the  summer,  and  it  is  such  a great  time 
to  start  doing  something  for  yourself.  Take  an  early 
morning  wadk,  read  that  novel  you  have  stashed  beneath 
your  many  journals,  look  at  that  spectacular  sky  that  is 
like  nowhere  else,  and  remember  you  cannot  be  all 
things  to  all  people.  Take  care  of  yourself  first!  # 
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typewritten,  double-spaced  and  tbe  original  copy.  An 
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drawings  are  supplied  by  the  author.  Each  illustration, 
table,  etc.,  should  bear  the  author’s  name  on  the  back. 
Photographs  should  be  clear  and  distinct.  Drawings 
should  be  made  in  black  India  ink  on  white  paper.  Used 
illustrations  are  returned  after  publication  if 
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BC/BE  FAMILY 
PRACTITIONER 

needed  to  join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal. 

Send  curriculum  vitae  or  inquires 
to: 

Lake  Region  Clinic,  PC 

Attn:  Joel  Rotvold 

PO  Box  1100 

Devils  Lake,  ND  58301 

or  call  collect  at  701-662-2157 
for  further  information 


Family  Physician 
Needed 

Two  over-worked  family  practice 
physicians  have  an  immediate  need  for 
one  residency  trained,  board  certified 
family  practitioner.  This  two-man 
family  practice  group  is  located  in 
Pierre  in  a new  medical  building.  There 
is  great  water  recreation  and  hunting  in 
the  immediate  area.  Those  interested 
are  asked  to  please  contact: 

T.  J.  Huber,  MD 
Dakota  Plains  Clinic 
640  East  Sioux 
Pierre,  SD  57501 
(605)  224-2010 


Family  Practice 

Rural  community,  located  in  the 
heart  of  the  Black  Hills  of  South 
Dakota,  is  seeking  a Board  Certified 
Family  Practice  physician.  Fully 
equipped  clinic  space  available. 
Income  guarantee  provided.  For 
more  information  contact: 

Rebecca  L.  Cooper 
Administrator 

Custer  Community  Hospital,  Inc. 
1039  Montgomery  Street 
Custer,  SD  57730 
Phone:  (605)  673-2229 


Family  Physician  Seeking 
Partner 

Established  family  physician  seeking 
partner  to  share  busy  practice.  New, 
modern,  fully-equipped  office.  Up-to-date 
full  service  hospital.  Light  call  schedule. 
Located  in  beautiful  Northern  Black  Hills 
community  with  excellent  skiing,  hunting, 
fishing,  golfing,  snowmobiling,  com- 
munity college.  Arrangements  negotiable. 
Write  or  call: 

Daniel  J.  Gebhardt,  MD 
Medical  Arts  Building 
1320  Tenth  Street 
Spearfish,  SD  57783 
Phone:  (605)  642-4795 
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Family  Practice  - 
Hospital  Sponsored  Clinic 
Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is  seeking 
TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The 
administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed 
clinic.  The  hospital  has  committed  to  an 
income  and  benefit  package  which  is 
significantly  higher  than  similar 
opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan 
reduction/forgiveness  program.  All 
relocation  costs  will  be  borne  by  the  hospital. 
Please  contact: 

Dan  McCormick,  President 
Allen  McCormick 
France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 


Family  Practice/Internal  Medicine 
Attractive  opportunities 
for  BC/BE 
Family  Practice 
and 

Internal  Medicine 

physicians  in  a variety  of  settings  in  the 
Midwest 

Contact  Bob  Strzelczyk  to  discuss  your 
practice  requirements  and  these  positions. 

Strelcheck  & Associates,  Inc. 
12724  N.  Maplecrest  Lane 
Mequon,  WI  53092 
1-800-243-4353 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening  for 
full-time  career-oriented  emergency 
physicians  in  Sioux  Falls,  Aberdeen  and 
Yankton.  Excellent  benefits  including 
malpractice,  disability,  health 
insurance,  profit  sharing,  etc.  Flexible 
work  schedules,  excellent  working  and 
living  conditions. 

Contact:  Donald  Kougl,  MD 

(307)  632-1436 

or  send  CV  to:  EMP,  PC 

PO  Box  805 
Cheyenne,  WY 
82003 


Emergency  Medicine 
Opportunity 

Available  in  northeast  South  Dakota. 
Hospital  is  seeking  a staff  physician, 
hourly/rate  paid,  malpractice,  bonus  in- 
centive, and  profit  sharing.  Several 
colleges,  good  school  system,  excellent 
hunting  and  fishing  makes  this  com- 
munity a sportsman’s  paradise.  For  more 
information  contact: 

Durham  Medical  Search,  Inc. 

6300  Transit  Road 
PO  Box  478 
Depew,  NY  14043 
or  call: 

800-633-7724  (USA) 
800-367-2356  (NYS) 
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BC/BE  Internist 

needed  to  join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal.  Send  curriculum  vitae  or 
inquiries  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 

or  call  collect  at  (701)  662-2157  for 
further  information 


Director 

Office  of  Medical  Services 

Qualified  candidates  are  being  sought  for  the  position 
of  Director,  Office  of  Medical  Services,  South  Dakota 
Department  of  Health  located  in  Pierre,  SD.  This  staff 
position  reports  directly  to  the  Secretary  of  Health  and 
is  responsible  for  medical  direction  and  consultation  to 
departmental  programs.  The  position  also  serves  as 
principal  investigator  for  research  projects;  represents 
the  agency/secretary;  and  serves  as  liaison  between  the 
agency  and  county  health  officers  and  physicians. 

The  position  may  also  involve  appointment  to  the 
University  of  South  Dakota  School  of  Medicine  faculty 
for  teaching  and  curriculum  development  assistance  in 
public  health  and  preventive  medicine,  depending  upon 
the  qualirications  of  the  applicant.  Applicants  must  be 
eligible  to  practice  medicine  in  South  Dakota.  A masters 
in  public  health  and  background  in  public  health  and/or 
preventive  medicine  is  desirable. 

A competitive  salary  and  attractive  fringe  benefit 
package  is  offered  along  with  quality  living  in  an  area  of 
unspoiled  natural  resources,  excellent  school  systems 
and  low  taxes.  If  you  are  interested  in  playing  a key 
management  role  in  policy  development  and  delivery  of 
public  health  services,  please  send  a current  resume  and 
salary  requirements  by  June  30,  1989  to:  Secretary  of 
Health,  Department  of  Health,  523  E.  Capitol,  Pierre,  SD 
57501.  Phone:  (605)  773-3361 


SURGEON 

OPPORTUNITY 

Immediate  opening  for  General  Surgeon 
in  Rural  Nebraska,  Board  Certified  or 
Board  Eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great 
Hunting  and  Fishing. 

Contact: 

Wallace  & Panzer,  MD,  PC 
807  North  Ash 
Gordon,  Nebraska  69343 


Director 

Office  of  Rural  Health 

The  newly  created  Office  of  Rural  Health,  a 
cooperative  effort  between  the  South  Dakota 
Department  of  Health  and  the  University  of  South 
Dakota  School  of  Medicine,  is  seeking  a physician 
to  serve  as  director. 

This  postition  will  be  responsible  for  directing  all 
activities  of  the  office.  Examples  of  responsibilities 
include  coordination  of  rural  health  activities  with 
the  School  of  Medicine,  liaison  with  other  agencies 
and  officials,  planning  and  conducting  research 
and  demonstration  projects  relevant  to  rural 
health  problems  in  the  state,  and  development  of  of- 
fice policies. 

The  salary  is  negotiable  with  attractive  fringe 
benefits. 

Interested  applicants  should  send  a current 
resume  and  salary  requirements  by  June  30,  1989 
to: 

Secretary  of  Health 
Department  of  Health 
523  E.  Capitol 
Pierre,  SD  57501 
Phone:  (605)  773-3361 


24 


SOUTH  DAKOTA 


The  Council  met  on  Friday,  April  14, 1989,  in  Sioux 

Falls.  Following  are  items  of  business  transacted  at  that 

meeting. 

1.  FUNDING  FOR  DRUG  INFORMATION  CEN- 
TER. The  Council  authorized  $1,000  toward  the 
funding  of  a drug  information  center  for  South 
Dakota.  This  proposal  was  submitted  by  Mark 
Zwaska,  R.Ph.,  Director  of  Phaumacy  at  the  Brook- 
ings Hospital  and  its  purpose  is  to  provide  fast  2md 
accurate  drug  information  to  physicians,  phar- 
macists and  other  medical  providers  at  no  cost.  An 
Advisory  Committee  will  be  established  including  a 
representative  from  the  State  Medical  Association, 
and  this  committee  will  establish  procedures  tmd 
plan  the  implementation  of  this  proposal.  This 
project  will  be  evaluated  on  the  qucdity  of  service  and 
extent  of  utilization.  Other  sponsoring  groups  in- 
clude the  Department  of  Health,  the  State  Pharmacy 
Association,  SDSU  College  of  Pharmacy,  the  USD 
School  of  Medicine  and  the  Brookings  HospitJil. 

2.  CONTINUING  MEDICAL  EDUCATION  COM- 
MITTEE. A proposal  changing  the  make-up  of  the 
Continuing  Medical  Education  Committee  was  ap- 
proved by  the  Council.  Also,  action  was  taken  to  in- 
crease the  initial  application  fee  to  $250,  the  resur- 
vey fee  to  $250  and  to  establish  an  annual  fee  for  all 
approved  institutions. 

3.  RESOLUTION  OPPOSING  GEOGRAPHIC  DIS- 
PARITY IN  PHYSICIAN  REIMBURSEMENT. 
A resolution  supporting  the  Harvard  Relative  Value 
Scale  without  a geographic  conversion  factor  was 
submitted  to  the  Council  from  the  South  Daikota 
Society  of  Internal  Medicine.  Instead  of  adopting 
this  resolution  the  Council  drafted  its  own  resolution 
without  reference  to  the  Harvard  Relative  Value 
Scale  but  in  opposition  to  the  use  of  any  geographic 
conversion  factor  as  a method  to  develop  physician 
reimbursement  policy. 

4.  INCREASE  IN  MEDICAID  REIMBURSEMENT 
TO  PHYSICIANS.  The  1989  legislature  allocated  a 
15  percent  increase  in  the  Medicaid  budget  for 
physician  reimbursement.  The  Department  of  So- 
cial Services  requested  assistance  from  the  Medical 
Association  to  develop  a method  for  distribution  of 
this  increase.  The  Council  recommended  that  an  Ad 
Hoc  Committee  consisting  of  a representative  from 


each  of  the  seventeen  major  specialties  in  South 
Dakota  and  the  clinic  managers  group  be  appointed 
to  review  and  make  recommendations  regarding  al- 
location of  this  increased  funding. 

5.  The  following  physicians  were  elected  to  honorary 
life  membership  in  the  State  Medical  Association: 
Ed  Ruud,  MD,  Harland  Hermann,  Sr,  MD,  Helen 
Jane  Hare,  MD,  Rapid  City;  John  O.  Judge,  MD, 
Mitchell;  Eric  Mueller,  MD,  Tripp;  Anton  Petres, 
MD,  Salem;  William  Taylor,  MD,  Aberdeen; 
George  McIntosh,  MD,  Eureka;  and  John  S.  Devick, 
MD,  Vincent  Cutshall,  MD,  John  Donaihoe,  MD, 
Sioux  Falls. 

6.  BOARD  OF  DIRECTORS,  SOUTH  DAKOTA 
MEDICAL  SCHOOL  ENDOWMENT  ASSOCIA- 
TION. The  Council  re-elected  the  following 
physicians  to  serve  on  the  Board  of  Directors  for  a 
one  year  term:  Joseph  Hamm,  MD,  Sturgis;  Warren 
Jones,  MD,  Robert  Giebink,  MD,  Sioux  Falls; 
Howard  Saylor,  MD,  Huron;  Bruce  Lushbough, 
MD,  Brookings;  T.  H.  Sattler,  MD,  Yankton;  and 
Bruce  Allen,  MD,  Rapid  City. 

7.  NOMINATION  FOR  THE  C.  B.  ALFORD 
AWARD.  The  Council  voted  to  submit  the  name  of 
Dr.  Donadd  Frost,  Sioux  Falls,  to  the  Health  Depart- 
ment for  consideration  for  the  1989  C.  B.  Alford 
Award  which  is  presented  each  year  to  a doctor  who 
has  distinguished  himself  in  the  area  of  public  health 
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Future  Meetings 


July 

Resuscitation  Course,  Hennepin  County  Med.  Ctr., 
Minneapolis,  MN,  July  3-14.  Contact:  Off.  of  Emerg.  Med. 
Serv.,  Hennepin  County  Med.  Ctr.,  701  Park  Ave., 
Minneapolis,  MN  55415.  Phone:  (612)  347-5683. 

« « * 

Advanced  Trauma  Life  Support,  Hennepin  County  Med.  Ctr., 
Minneapolis,  MN,  July  13-14.  Contact:  Off.  of  Emerg.  Med. 
Serv.,  Hennepin  County  Med.  Ctr.,  701  Park  Ave., 
Minneapolis,  MN  55415.  Phone:  (612)  347-5683. 

* » * 

Ambulatory  Health  Care  Standards:  Joint  Commission 
Strategies  for  Quality  Care,  Clinic  Ctr.  Hotel,  Cleveland,  OH, 
July  13-14.  Fee:  $325.  11  hrs.  AMA  Category  I credit. 
Contact:  Joint  Commission,  875  N.  Michigan  Ave.,  Chicago, 
IL  60611-1846.  Phone:  (312)  642-6061,  ext.  650. 

* * * 

Issues  in  Pediatric  Health,  Community  Ctr.,  Medora,  ND,  July 
15-16.  Fee:  $50.  AAFP  & AMA  Category  I credit  avail. 
Contact:  Sue  Heinze,  720  Fourth  St.,  N.,  Fargo,  ND  58122. 

* « * 

Advanced  Medical  Staff  Strategies  for  Leadership  in  Quality 
Assurance,  Tan-Tar-A  Resort,  Osage  Beach,  MO,  July  21-23. 
Fee:  $395.  11  hrs.  AMA  Category  I credit.  Contact:  Joint 
Commission,  875  N.  Michigan  Ave.,  Chicago,  IL  60611-1846. 
Phone:  (312)  642-6061,  ext.  650. 

August 

The  Wodd  Congress  on  Health,  Great  Hall  of  the  People, 
Beijing,  Peoples’s  Republic  of  China,  Aug.  7-9.  18  hrs.  AMA 
Category  I credit.  Contact:  Kenneth  A.  Garceau, 
International  Secretariat,  Dwight  D.  Eisenhower  Bldg., 
Spokane,  WA  99202.  Phone:  1-800-876-1289.  FAX: 
509-534-5245. 

* * ♦ 

Advanced  Trauma  Life  Support  Provider  Course,  U.  of  Kans. 
Med.  Ctr.,  Kansas  City,  KS,  Aug.  24-25.  AMA  Category  1 
credit  avail.  Contact:  Bernice  Jackson,  U.  of  Kans.  Med. 
Ctr.,  Off.  of  Cont.  Educ.,  Rainbow  & Olathe  Blvds.,  Kansas 
City,  KS  66103.  Phone:  (913)  588-4490. 

* * * 

Second  Annual  Neurology  Conference,  "Neurologic 
Quandaries",  Hennepin  County  Med.  Ctr.,  Minneapolis,  MN, 
Aug.  25.  Contact:  Eugenia  Kassar,  Dir.,  CME,  Hennepin 
County  Med.  Ctr.,  701  Park  Ave.,  #4220,  Minneapolis,  MN 
55415.  Phone:  (612)  347-2075. 

* * * 

Clinical  Applications  of  Musculoskeletal  Allograft,  Holiday 
Inn  St.  Paul  Ctr.,  St.  Paul,  MN,  Aug.  25-26.  Fee:  $195.  10 
hrs.  AMA  Category  I credit.  Contact:  Kathleen  Fritz, 
Registrar,  CME,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson 
St.,  St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 


21st  Annual  Respiratory  Care  Symposium,  Doubletree  Hotel, 
Overland  Park,  KS,  Aug.  31-Sept.  1.  AMA  Category  I credit 
avail.  Contact:  Bernice  Jackson,  U.  of  Kans.  Med.  Ctr.,  Off. 
of  Cont.  Educ.,  Rainbow  & Olathe  Blvds.,  Kansas  City,  KS 
66103.  Phone:  (913)  588-4490. 

September 

5th  Annual  National  Pediatric  AIDS  Conference,  Century 
Plaza  Hotel,  Los  Angeles,  CA,  Sept.  6-8.  Contact:  LAPAN, 
c/o  Public  Health  Foundation,  13200  Crossroads  Parkway, 
N.,  Suite  #135.  City  of  Industry,  CA  91746. 

* * * 

Treatment  of  Destructive  Behaviors  in  Persons  with 
Developmental  Disabilities,  Masur  Aud.,  NIH,  Bethesda,  MD, 
Sept.  11-13.  Contact:  Ms.  Barbara  McChesney,  Prospect 
Assoc.,  Suite  500, 1801  Rockville  Pike,  Rockville,  MD  20852. 
Phone:  (301)  468-6555. 

« « « 

14th  Annual  South  Dakota  Perinatal  Association  Conference, 
"Issues  and  Challenges  of  Providing  Perinatal  Care  Within  and 
Outside  of  Hospital  Walls",  Ramkota  Inn,  Sioux  Falls,  SD, 
Sept.  28-29.  CME  credit  avail.  Contact:  Debbie  Meyer, 
Exec.  Dir.,  SD  Perinatal  Assoc.,  1100  S.  Euclid  Ave.,  Sioux 
Falls,  SD  57105.  Phone:  (605)  333-7155. 

* * * 

3rd  Annual  Postgraduate  on  Allergy,  Immunology  and 
Rheumatology,  Westin  Crown  Ctr.,  Kansas  City,  MO,  Sept. 
29-30.  CME  credit  avail.  Contact:  David  S.  Baldwin,  MPA, 
U.  of  Kans.  Med.  Ctr.,  Off.  of  Cont.  Educ.,  Rainbow  & Olathe 
Blvds.,  Kansas  City,  KS  66103.  Phone:  (913)  588-4488.  # 


The  American  Medical  Association  has  announced  the 
creation  ol American  Medical  Television.  This  is  a 2-hour 
program  on  the  Discovery  Channel  every  Sunday  from  9 to 
11  am.  Central  Standard  Time,  starting  Sunday,  January 
8, 1989.  American  Medical  Television  carries  CME  credits 
for  its  programs. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 
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SOUTH  DAKOTA 


VASOTEC 


(ENALAPRJL  MALEATE I MSD) 


Contraindications:  VASOTEC*  (Enalapnl  Maleale,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
palienlslrealedwilhACEinhibilors,includingVASOTEC  lnsuchcases,VASOTECshouldbepiompllydisconlinuedandlhe 
patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  lo  Ihelaceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  Involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  O.S  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VAS()TEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  ot  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  tollowed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Palienis  al 
risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics:  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adiusiments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  Ihe  lirsi  two  weeks  ol  IrealmenI  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  lo  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  lall  in  blood  pressure  could  result  in  a myocardial  inlarclion  or  cerebrovascular  accident 
It  excessive  bypolension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline  A transient  hypotensive  response  is  nol  a contraindication  to  further  doses  ot  VASOTEC, 
which  usually  can  be  given  without  dilliculty  once  Ihe  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeutropenialAgranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  palienis  but  more  frequently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insuflicient  lo  show  lhal  enalapril 
does  not  cause  agranulocytosis  al  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ot  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  lo  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function.  As  a consequence  ol  inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  palienis  with  severe  heart  failure 
whose  renal  tunclion  may  depend  on  Ihe  activity  ol  Ihe  renin-angiolensin-aldoslerone  system,  IrealmenI  with  ACE 
inhibitors,  Including  VASOTEli,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  palienis  with  unilateral  or  bilaleral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  tunclion  should  be  monitored  during  Ihe  lirsi 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinualion  ol  Ihe  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  ih  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  lailure,  hyperkalemia  was 
observed  in  3 8%  ol  palienis.  but  was  not  a cause  lor  discontinuation 

Risk  factors  lor  the  development  ot  hyperkalemia  include  renal  insuHiciency  diabetes  mellitus,  and  Ihe  concomilani  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously  it  at  all,  with  VASOTEC  (See  Drug  Inleraclions ) 

Surgery/Aneslhesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  lhal  produce  hypotension, 
enalapril  may  block  angiotensin  II  lormation  secondary  lo  compensatory  renin  release.  It  hypotension  occurs  and  is 
considered  lo  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  Ihe  first  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  lace,  extremilies,  eyes,  lips,  tongue,  ditlicully  in  swallowing  or  breathing)  and  lo  take  no  more  drug  until  they  have 
consulted  with  Ihe  prescribing  physician 

Hypotension:  Patients  should  be  cautioned  to  report  lighiheadedness  especially  during  ihe  lirst  lew  days  ol  therapy  It 
actual  syhcope  occurs,  Ihe  palienis  should  be  tolrl  lo  discontinue  Ihe  drug  until  they  have  consulted  with  Ihe  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  lall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  lo  a lall  in  blood  pressure,  patients  should  be  advised  to  consult  with  Ihe  physician 

Hyperkalemia  Patients  should  be  lold  nol  to  use  salt  substitutes  containing  potassium  without  consulting  Iheir 

physician 

Neutropenia  Patients  should  be  told  lo  report  promptly  any  indication  ot  inleclion  (e  g , sore  Ihroal,  lever)  which  may  be 
a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  Ihe  sale  and  effective  use  ol  Ibis  medication  It  is  nol  a disclosure  ol  all  possible  adverse  or  intended 
etiects 

Drug  Inleraclions 

Hypotension  Patients  on  Diuretic  Therapy  Palienis  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  Ihe  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  It  it  is  necessary  lo  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  tor  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an 
additional  hour,  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release:  The  anlihyperlensive  etteci  ol  VASOTEC  is  augmented  by  antihypertensive  agents  lhal 
cause  renin  release  (e  g , diuretics). 

Older  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicani 
adverse  interactions 

Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-lype  diuretics  Potas- 
sium-sparing diuretics  (eg  . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  lo  signilicani  increases  in  serum  potassium  Therelore,  il  concomilant  use  ol  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  Irequenl  monitor- 
ing ol  serum  potassium  Potassium-sparing  agents  should  generally  nol  be  used  in  palienis  with  heart  lailure  receiving 
VASOTEC 

Lithium  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  il  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  trequenlly. 


Pregnancy-  Category  C There  was  no  lelotoxicity  or  leralogenicily  in  rats  healed  with  up  lo  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose),  Feloloxicily  expressed  as  a decrease  in  average  lelal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  nol  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
nol  leralogenic  in  rabbits.  However,  malernal  and  lelal  toxicity  occurred  in  some  rabbits  al  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  Ihe  maternal  and  lelal  loxicily  seen  al  doses  ol  3 and  10  mg/kg/day,  bul  nol  al 
30  mg/kg/day  (50  limes  Ihe  maximum  human  dose) 

Radioactivity  was  lound  lo  cross  Ihe  placenta  following  adminisliallon  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleale.  MSD)  should  be 

used  during  pregnancy  only  it  Ihe  potential  benelit  luslilies  the  potential  risk  lo  Ihe  lelus 

Nursing  Mothers  Milk  in  lactating  rals  contains  radioactivity  lollowmg  administration  ol  ’XC  enalapril  maleale  It  is  nol 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  lo  a nursing  mother 

Pediatric  Use,  Safety  and  eltecliveness  in  children  have  nol  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10,000  palienis,  including  over  tOOO 
palienis  treated  lor  one  year  or  more  VASOTEC  has  been  lound  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients 

Hypertension  The  most  Irequenl  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%),  and  laligue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1  4%),  nausea  (1 4%),  rash  (1 4%),  cough  (13%),  orthostatic  efiecis  (12%),  and  asthenia  (11%) 

Heart  Failure  The  most  Irequenl  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%).  hypotension  (6  7%),  orthostatic  eltecis  (2  2%),  syncope  (2  2%),  cough  (2  2%),  chest  pain  (2 1%).  and  diarrhea 
(21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  Irealed  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  dials  were  laligue  (1 8%),  headache  (1 8%),  abdominal  pain  (1 6%),  asihenia  (1 6%),  orthostatic  hypo- 
tension (1 6%),  vertigo  (1 6%),  angina  pectoris  (1  5%),  nausea  (1 3%).  vomiting  (1  3%),  bronchitis  (1 3%),  dyspnea 
(1 3%),  urinary  tract  inteclion  (1 3%),  rash  (1 3%),  and  myocardial  inlarclion  (12%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ot  palienis  with  hypertension  or  heart  lailure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  inlarclion  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarction,  rhythm  distur- 
bances. atrial  librillalion;  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis. 
Nervous/Psychialric:  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure.  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Brohchospasm,  rhinorrhea,  asthma,  upper  respiratory  inleclion 

Skin  Herpes  zosler,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus, 

A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  manileslalions  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  II  angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treal- 
menl  with  VASOTEC  should  be  discontinued  and  appropriate  therapy  msliluled  immediately  (See  WARNINGS ) 
Hypotension  In  Ihe  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
following  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  01%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  of  patients  with  heart  failure 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis,  (See  PRECAUTIONS ) In  palienis  with  heart  lailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASOTEC  and/or  other  concomilant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  failure  palienis  Irealed  with  VASOTEC  bul  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  Inals,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  lo  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia.  Ihrombocylopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Jests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  palienis  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  Ihe  initial  dose  ol  VASOTEC  The  diuretic  should,  il  possible,  be  discon- 
tinued lor  two  to  three  days  belore  beginning  therapy  with  VASOTEC  lo  reduce  Ihe  likelihood  ol  hypotension  (See 
WARNINGS.)  II  the  patienl's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  Ihe  diuretic  cannot  be  discontinued,  an  Initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  al  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Inleraclions ) 

The  recommended  initial  dose  in  patients  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  ad|usled  according  lo 
blood  pressure  response  Tbe  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  palienis  treated  once  daily,  the  anlihyperlensive  ellect  may  dimmish  toward  Ihe  end  ol  Ihe  dosing  interval 
In  such  palienis,  an  increase  in  dosage  or  Iwice-daily  adminisiralion  should  be  considered  II  blood  pressure  is  nol  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomilant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  sail  subslilules,  or  potassium-spar- 
ing diurellcs  may  lead  lo  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  AdiusImenI  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  lo  approximately  3 mg/dL)  For  palienis  with 
creatinine  clearance  «30  miymin  (serum  creatinine  s3  mg/dL),  Ihe  lirsi  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  lo  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adiunclive  therapy  with  diuretics  and  digitalis.  The  recommended  slarling  dose  is 

2 5 mg  once  or  twice  daily  After  Ihe  initial  dose  ol  VASOTEC,  Ihe  patient  should  be  observed  under  medical  supervision 
lor  al  least  Iwo  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions ) II  possible,  Ihe  dose  ol  Ihe  diuretic  should  be  reduced,  which  may  diminish  Ihe  likelihood 
ol  hypotension  The  appearance  ol  hypotension  alter  Ihe  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  Ihe  drug,  following  elfeclive  management  ol  Ihe  hypotension  The  usual  therapeutic  dosing  range  lor 
Ihe  treatment  ol  heart  lailure  is  5lo  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  etteclive  in  a controlled  study,  bul  nearly  all  patients  in  this  study  were  given  40  mg,  Ihe  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  Iwice-daily  dosing  In  addilion,  m a placebo-con- 
trolled study  which  demonsiraled  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Eltecis  ) Dosage  may  be  adiusled  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  AdiusImenI  In  Hear!  Eailure  Palienis  with  Renal  Impairment  or  Hyponatremia  In  heart  lailure  palienis  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL.  therapy  should  be  initialed  al  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS, Drug  Inleraclions.)  The  dose  may  be  increased  lo  2 5 mg  b i d . then  5 mg  b i d and  higher  . . « 

as  needed,  usually  al  intervals  ol  lour  days  or  more,  it  al  Ihe  lime  ol  dosage  adiusimeni  there  is  nol  Ivl  5 U 

excessive  hypotension  or  signilicani  deterioration  ol  renal  tunclion  The  maximum  daily  dose  is  40  mg  MERCK 
For  more  detailed  inlormalion.  consul!  your  MSD  represenlalive  or  see  Prescribing  Inlormalion  Merck  SHARft 
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give  us  a call.  Our  toll-free  line  is  provided  to  physi- 
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fast  and  efficient  service. 

Our  Professional  Relations  staff  is  ready  to  help 
solve  your  problems  and  answer  your  questions. 
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hospital  you’ll 
love  to  work  with. 
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city  your  family 
will  just  plain  love. 


/f  you've  never  been  to  Hastings,  Nebraska  (pop^  23,000),  you’re  in  for 
a very  pleasant  surprise. 

We  have  two  colleges,  a fully-accredited  natural  history  museum  and 
planetarium,  excellent  schools,  an  art  gallery,  a symphony  orchestra,  a 
community  theatre,  a gorgeous  YMCA,  three  golf  courses,  hunting,  fishing, 
boating  and  a host  of  other  activities. 

Your  kids  can  walk  to  school  safely.  You  can  get  to  work  in  about  five 
minutes.  You  can  enjoy  a choice  steak  dinner  for  around  ten  bucks.  You 
can  breathe  clean,  crisp  air.  And  you  can  buy  a beautiful  home  for  tens  of 
thousands  less  than  you  might  imagine. 

Is  this  your  idea  of  quality  life?  If  so,  Hastings  could  be  just  perfect  for 
vou  and  vour  family. 


Mary  Lanning  Memorial  Hospital  is  searching  for 
highly-qualified  physicians  in  the  following  areas: 


Orthopaedic  Surgery 

Radiology 

Neurology 


Family  Practice 

Psychiatry 

Pathology 


• Internal  Medicine 

• OB-GYN 

• Medical  Oncologist 


If  you  want  to  join  Central  Nebraska’s  health  care  leader  in  one  of 
Nebraska’s  most  livable  cities,  forward  your  curriculum  vitae  in  confidence 
to: 

Physician  Recruitment  Committee 
Mary  Lanning  Memorial  Hospital 
’IS  N St.  Joseph  Ave. 

Hastings,  Nebraska  68901 
4()2/y63-4S21 


Mary  Lanning 
Memorial  Hospital 

7 1 ■>  North  St  .losoph  A\fnor  Hast  mgs.  Ncltra'.ka  liHHOl 


The  health  care  leader  for  Central  Nebraska. 


M ary  Lanning  Memorial  Hospital  is  simply  the  premiere  medical 
facility  in  greater  Nebraska. 

A.wJL  Mary  Lanning  is  a modern  19S-bed  health  center  serving  a 
regional  population  of  100, 000  The  hospital  boasts  a regional  cancer  center 
complete  with  linear  accelerator  and  CT-scanner  as  well  as  mobile  MRl, 
lithotripter  and  cardiac  catb  services. 

Mary  Lanning  also  has  a sleep  disorder  center,  psychiatric  unit  and  a 
variety  of  diagnostic  and  treatment  services. 

You'll  join  a distinguished  medical  community  that  enjoys  referrals  from 
across  greater  Nebraska.  And  you’ll  be  working  with  a hospital  that  is 
dedicated  to  maintaining  its  position  as  Central  Nebraska's  health  care 
leader 


The  Electrodiagnosis  of  the  Carpal  Tunnel 
Syndrome 

Electromyographers’  visit  to  the  controversial  carpal  tunnel  syndrome  for  its  current  electrodiag- 
nosis and  management. 


Dong  S.  Cho,  MD^ 

Myung  J.  Cho,  MD^ 

ABSTRACT 

The  carpal  tunnel  syndrome  is  one  of  the  most  commonly  discussed  subjects  among  the  public,  as  well  as  the 
medical  community,  these  days.  Even  though  this  is  a rather  simple  nerve  compression,  which  can  be  easily  cor- 
rected, the  carpal  tunnel  syndrome  can  induce  further  complications,  sometimes  leading  to  total  disability  of  the 
patient.  Early,  proper  diagnosis  and  treatment  is  very  vital.  Unfortunately,  the  exact  pathomechanism  and  proper 
diagnosis  is  yet  to  be  seen.  As  electromyographers,  the  authors  would  like  to  re-visit  this  debatable  carpal  tunnel 
syndrome  emphasizing  the  electrodiagnosis.  Among  the  electrodiagnostic  tests,  comparison  of  distal  motor  or 
sensory  latency  of  the  median  nerve  to  the  ulnar  nerve  along  with  amplitude  of  the  response,  was  found  to  be  the 
most  sensitive  test.  Also,  the  C6  cervical  radiculopathy  and  the  pronator  syndrome  can  present  similar  clinical 
pictures  and  require  a differentiation.  After  successful  surgery  many  patients  still  complain  of  subjective  residual 
symptoms.  The  electrophysiologic  findings  do  not  correspond  to  the  clinical  progress  in  many  cases.  The  authors 
also  experienced  that  most  of  the  victims,  following  successful  surgery,  still  would  benefit  from  a proper  exercise 
program  including  instruction  for  proper  body  mechanics  before  they  return  to  their  previous  activities,  to  lessen 
the  undesirable  complications  including  the  reflex  sympathetic  dystrophy. 


The  carpal  tunnel  syndrome  is  one  of  the  common- 
ly encountered  impairments  in  medical  practices 
today.  In  particular,  South  Dakotans  are  more  vul- 
nerable to  this  usually  progressive,  disabling  distal 
median  nerve  entrapment.  The  incidence  of  the  carpal 
tunnel  syndrome  has  been  increasing  so  fast.  They 
predict  that  in  the  near  future  this  will  be  second  only 
to  low  back  pain  for  the  claimed  disability  in  the  in- 
dustrial forces  in  the  Sioux  Falls  area.  Therefore,  it  is 
very  vitcd  to  detect  this  cureable  nerve  impingement 
early  with  proper  treatment  so  that  the  unnecessary 
waste  of  the  labor  force  can  be  saved. 

As  electromyographers,  we  have  had  a specicd  inter- 
est in  this  controversial  neuropathy  for  the  last  ten 
years,  and  have  done  more  than  2,000 
electrophysiologic  studies  to  evaluate  the  carpal  tunnel 
syndrome.  We  would  hke  to  discuss  the  basic  cmatomy 


^Board  Certified  Physiatrist;  Medical  Director  of  the 
Rehabilitation  Center,  McKennan  Hospital,  Sioux  Falls, 
SD. 

^Board  Certified  Physiatrist,  Sioux  Falls,  SD. 


and  clinical  findings,  review  the  historical  background, 
and  finally  present  the  widely  accepted  and  more 
recently  developed  electrodiagnostic  studies. 

ANATOMIC  REVIEW 

The  median  nerve  is  enclosed  in  a small  compart- 
ment called  the  carpal  tunnel,  composed  of  eight  carpal 
bones  and  transverse  carpal  ligament  (flexor 
retinaculum)  at  the  wrist,  along  with  nine  tendons  sup- 
plying the  digits  and  the  small  median  artery.  The  ulnar 
nerve  runs  outside  of  this  tunnel  to  avoid  the  potential 
compression.  The  transverse  carpal  ligament  starts 
medially  from  the  pisiform  and  the  hook  of  the  hamate, 
and  extends  laterally,  splitting  in  two  layers,  to  attach  to 
scaphoid  and  trapezium.  It  is  approximately  one  inch 
wide  and  a little  longer  in  length.  The  proximal  border 
of  the  transverse  carpal  ligament  usually  corresponds 
to  the  distal  crease  of  the  wrist.  One  study  confirmed 
that  half  of  the  proven  carpal  tunnel  syndrome  patients 
showed  the  nerve  compression  towards  the  distal  end 
of  the  flexor  retinaculum,  and  the  other  half  had  more 
diffuse  compression  throughout.^  This  raises  a very  im- 
portant point  regarding  the  surgical  treatment.  Most 
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surgeons  agree  that  there  should  be  complete  bisection 
of  the  flexor  retinaculum  especially  distally  to  reassure 
the  relief  of  the  nerve  compression.^ 

They  predict  that  In  the  near  future  thf$ 
will  be  second  only  to  low  back  pain  for 
the  claimed  disability  in  the  Industrial 
forces  In  the  Sioux  Falls  Area 


CAUSES  OF  CARPAL  TUNNEL  SYNDROME 

Any  lesion  compromising  this  small  space  can  cause 
the  compression  of  the  median  nerve  since  the  median 
nerve  itself  is  most  fragile.  This  can  be  due  to  chronic, 
acute  bny  change  or  soft  tissue  structure.  In  the 
authors’  experience,  the  majority  of  the  cases  are 
idiopathic.  There  has  been  a hot  debate  about  the 
cause-effect  relationship  between  jobs  and  carpal  tun- 
nel syndrome.  However,  there  has  been  no  clear 
conclusion  to  clcirify  this  controversy  yet.  However,  it 
is  generally  perceived  that  the  excessive  repetitive  wrist 
movement— either  flexion  or  extension— may  contribute 
to  this  syndrome.  The  overuse  of  the  vibration  power 
tools  was  reported  to  increase  the  chance  of  the  carpal 
tunnel  s3mdrome.^  Some  portion  of  the  patients  with 
underlying  medical  conditions  like  diabetes,  arthritis  or 
the  congenital  neuropathy  have  more  tendency  of 
developing  the  isolated  or  the  superimposed  carpal 
tunnel  syndrome.  There  have  been  two  popular 
theories  about  the  pathophysiology  for  the  last  several 
decades  without  any  scientifically  proven  conclusion.'^’^ 
One  is  the  direct  mechanical  compression  with 
demyelination  and/or  axonal  degeneration.  The 
second  scliool  of  thought  is  the  ischemic  theory  causing 
the  compression  of  the  nourishing  artery  resulting  in  is- 
chemic neuropathy. 

CHARACTERISTICS,  SIGNS,  AND  SYMPTOMS 
OF  CARPAL  TUNNEL  SYNDROME 

Naturally,  from  the  compression  of  mixed  peripheral 
nerve  (including  the  sensory,  motor  and  the 
autonomic),  the  typical  features  are  the  numbness  and 
paresthesia  of  the  radial  three  and  a half  digits,  exclud- 
ing the  palm,  which  is  innervated  by  the  palmar 
cutaneous  branch,  which  courses  off  5-7  cm  above  the 
wrist.  Usually,  there  is  the  nocturnal  exacerbation  of 
these  symptoms.  In  addition,  the  patient  usually  ex- 
periences the  progressive  clumsiness  and  weakness  of 
the  hand,  especially  impairing  the  hand  grip  and  fine 
coordination— using  the  thumb  and  index  finger.  Most 
of  the  time,  these  symptoms  are  aggravated  by  flexion 
or  extension  of  the  wrist.  In  advanced  cases  there  is  a 
typical  hump  in  the  thenar  eminenee  from  the  progres- 


sive, advanced  muscle  atrophy.  Fifty  to  sixty  percent  of 
the  patients  eventually  experience  similar  symptoms 
and  signs  on  the  contralateral  side,  indicating  the 
bilateral  involvement.  Ironicailly,  the  authors  found 
that  around  15  percent  of  the  carpal  tunnel  syndrome 
proved  patients  present  the  numbness  and  pain  in  the 
ulnar  two  digits,  instead  of  the  radial  side.  In  these 
cases,  the  patients  were  usually  proven  to  have  a more 
advanced  carped  tunnel  syndrome,  indicating  loss  of 
sensory  fibers  in  the  radial  digits.  Therefore,  the 
symptomatic  involvement  in  the  ulnar  digits  does  not 
rule  out  an  existence  of  the  carpal  tunnel  syndrome. 
Two  other  nerve  lesions  should  be  included  in  the  dif- 
ferential diagnosis  in  such  patients.  A C6  cervical 
radiculopathy  or  pronator  syndrome  can  present 
similar  clinical  pictures,  and  there  should  be  caution  to 
differentiate  these  three  diagnoses  to  avoid  unneces- 
sary surgery.  The  author  will  discuss  the  differential 
diagnosis  at  a later  time. 

BRIEF  INTRODUCTION  TO  THE 
ELECTRODIAGNOSTIC  TECHNOLOGY 

The  current  clinical  electrodiagnostic  test  is  com- 
posed of  two  totfdly  different  parts.  The  first  is  the 
needle  electromography  study  which  explores  electri- 
cal activities  of  the  muscle  membrane  using  the 
different  types  of  needle  electrode.  In  the  United 
States,  the  monopolar  type  is  most  commonly  used.  In 
this  study  electrical  activities  at  the  resting  stage  and 
voluntary  muscle  contraction  are  carefully  studied. 
Variable  information  differentiating  a neuropathy  ver- 
sus a myopathy,  as  well  as  the  extent  of  the 
abnormalities  can  be  drawn  from  this  needle  EMG 
study. 

The  second  part  of  the  test  is  the  nerve  conduction 
study.  Motor  and  sensory  fibers  are  most  commonly 
studied  in  a daily  practice  setting.  Simply,  each  nerve 
is  stimulated  with  a supramaximal  intensity  (direct  cur- 
rent) along  the  nerve,  and  the  motor  or  sensory  evoked 
compound  action  potentials  are  picked  up  using  the 
small  disc  surface  electrode  for  motor  nerve  or  ring 
electrode  in  the  digit  for  sensory  fibers.  For  the  median 
motor  nerve  study,  usually  the  thenar  eminence  is  used. 
On  the  other  hand,  the  hypothenar  eminence  is  used  to 
pick  up  the  response  in  the  case  of  the  ulnar  nerve.  In- 
ternationally, 8 cm  is  the  standard  agreed  distance 
between  an  active  pick  up  electrode  and  a distal 
stimulation  site  for  motor  fibers  and  14  cm  for  sensory 
fibers.  After  this  procedure,  four  different  parameters, 
including  the  latency,  amplitude,  configurations  and 
the  conduction  velocity  are  studied  in  detail  for  inter- 
pretation. In  the  case  of  a carpal  tunnel  syndrome, 
most  of  the  emphasis  has  been  given  to  the  distal  laten- 
cy of  the  median  nerve  so  far.  However,  for  the  last  10 
years  there  has  been  more  careful  interpretation  of  all 
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four  parameters.  As  a result  there  has  been  more  in- 
creased sensitivity  of  the  study  overall. 

HISTORIC  REVIEW  OF  CARPAL  TUNNEL 
SYNDROME 

It  was  Sir  James  Paget  who  first  described  this  lesion 
in  1865  during  his  lecture.  Then  Dr.  Ramsey  Hunt  in 
1911,  published  this  neuropathy  for  the  first  time.^  It 
was  not  until  1950  that  Dr.  Phalen  coined  the  phrase 
"Carpal  Tunnel  Syndrome."  ’ Previously,  this  lesion 
was  called  many  different  names  including:  median 
neuritis,  median  thenar  neuritis,  professional  or  oc- 
cupational median  neuritis,  thenar  neural  atrophy,  etc. 
In  1956,  Dr.  J.  A.  Simpson  did  the  first  diagnostic  test 
using  an  electrical  device.^  In  his  first 
electrophysiologic  report  he  described  the  prolonga- 
tion of  the  terminal  motor  latency  of  the  median  nerve 
between  the  wrist  and  abductor  pollicis  brevis.  Two 
years  later  in  1958,  Dr.  R.  W.  Gilliat  and  Dr.  T.  A.  Sears 
performed  the  first  sensory  nerve  conduction  study. 

The  overuse  of  the  vibration  power 
tools  was  reported  to  Increase  the 
chance  of  the  carpal  tunnel  syndrome 

Then  it  was  Dr.  G.  E.  Thomas  and  Dr.  E.  Lambert  in 
1967,  who  published  the  most  comprehensive  and 
scientific  electrodiagnostic  study  of  carpal  tunnel 
syndrome  so  far,  using  the  300  surgically  proven  carpal 
tunnel  syndrome  cases  at  the  Mayo  Clinic  between  1956 
and  1963.^^  In  this  study,  they  observed  the  significant 
prolongation  of  the  terminal  motor  latency  of  the 
median  nerve  (above  4.7  msec)  in  60  percent,  but  it  was 
too  early  to  propose  any  standard  criteria  for 
electrodiagnosis.  Then  in  1968,  Drs.  Kopell  and 
Goodgold  found  that  a minor  portion  (3/55)  of  patients 
had  only  motor  fiber  abnormality  with  intact  sensory 
nerve  condition.  They  suggested  that  both  motor  and 
sensory  fibers  should  be  studied  ceirefully  to  complete 
the  test.  In  the  early  1970’s,  Dr.  Buchthal  studied  ex- 
tensively including  the  conduction  velocity  of  the 
median  nerve  from  palm  to  wrist. Also  they  found 
that  25  percent  of  their  117  patients  with  the  carpal  tun- 
nel syndrome  showed  normal  motor  conduction  and 
EMG  with  the  only  abnormality  seen  in  sensory  con- 
duction. Dr.  Felsenthal  in  1977,  compared  the  distal 
latency  of  motor  and  sensory  median  nerve  to  the  ulnar 
nerve  respectively.^^’^^  The  difference  was  no  more 
than  1 msec  in  motor  fibers  and  0.5  msec  in  sensory 
fibers.  In  1981,  Dr.  MacLean  and  the  authors  studied 
the  orthodromic  simultaneous  median,  ulnar  and  radial 
nerve  response  in  the  normal  population.  The  dif- 
ference between  each  pair  was  no  more  than  0.3  msec. 


So  far,  electrophysiologically,  distal  latency  has  been 
the  key  to  the  diagnosis  of  carpal  tunnel  syndrome  along 
with  amplitude  and  configuration  of  the  evoked  com- 
pound action  potential.  However,  the  distal  latency  can 
be  affected  by  temperature  change,  underlying  medical 
condition,  and  incidental  trauma.  Therefore,  the  most 
accepted  and  reasonable  way  of  establishing  the  diag- 
nosis of  the  carpal  tunnel  syndrome  is  to  compare  the 
distal  latency  of  the  median  motor  or  sensory  nerve  to 
the  ipsilateral  ulnau"  nerve  or  radial  nerve.  Also,  the 
needle  EMG  study  of  the  thenar  muscles  can  support 
the  diagnosis  in  the  advanced  cases. 

MANAGEMENT  OF  CARPAL  TUNNEL 
SYNDROME 

In  a far-advanced  carpal  tunnel  syndrome  with  the 
significant  thenar  atrophy  and  sensory  loss,  many  times 
it  can  be  too  late  to  expect  any  functional  motor  return 
after  surgery.  Still,  the  major  symptoms  can  be  relieved 
by  the  proper  surgical  procedure.  In  early,  mild  carpal 
tunnel  syndrome  without  a significant  muscle  weak- 
ness, the  conservative  treatment  can  be  tried  including 
splinting  and  medication  with  additional  steroid  injec- 
tion into  the  carpal  ligament.  However,  most  of  the 
cases  (more  than  60  percent  in  some  studies),  eventual- 
ly require  surgical  decompression  of  the  carpal  tunnel 
ligament.  Even  postoperatively  the  patient  would 
benefit  from  a cautious,  individualized  exercise 
program  with  proper  education  before  returning  to 
work  to  make  it  a more  successful  treatment. 

Unfortunately,  there  has  been  no  large-sized  com- 
prehensive study  comparing  the  electrophysiologic  and 
clinical  course  after  surgery.  Therefore,  it  is  quite  dif- 
ficult to  predict  the  outcome  of  the  surgery  just  based 
on  the  nerve  conduction  study. 
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Family  Practice  - 
Hospital  Sponsored  Clinic 
Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is  seeking 
TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The 
administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed 
clinic.  The  hospital  has  committed  to  an 
income  and  benefit  package  which  is 
significantly  higher  than  similar 
opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan 
reduction/forgiveness  program.  All 
relocation  costs  will  be  borne  by  the  hospital. 
Please  contact: 

Dan  McCormick,  President 
Allen  McCormick 
France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 


SOUTH  DAKOTA  PHYSICIANS  EQUITY  PARTNERS  I 
managed  by 

Round  HiU 
Asset 

Management^  Inc. 

“out  goal  is  the  highest  rate  of  return  consistent  with  preservation  of  capital" 
Above-average  returns  over  8 years 

CHANNING  H.  LUSHBOUGH 
Marketing  Representative 

TELEPHONE;  (312)  998-9420 
420  ELM  STREET  • GLENVIEW,  ILLINOIS  60025-4949 


SOUTH  DAKOTA  PHYSICIANS'  HEDGED  INVESTMENTS, 
LIMITED  PARTNERSHIP  I 

managed  by 

^^^HEDGED 

SECURITIES 

FUND/"° 

General  Partner 

Above-average  returns  over  10  years 

CHANNING  H.  LUSHBOUGH 

Marketing  Representative 

TELEPHONE:  (312)  998-9420 
420  ELM  STREET  • GLENVIEW,  ILLINOIS  60025-4949 
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Michael  W.  Pekas,  MD,  President,  South  Dakota  State 
Medical  Association 


Political  Action  or  "I  Already  Gave  at 
the  Office" 

I was  going  through  my  mail  just  the  other  day  when 
I received  a legislative  alert  from  the  AMA  discuss- 
ing some  of  the  upcoming  bills  and  issues  that  will  be 
discussed  during  this  current  session  of  Congress. 

The  alert  from  the  AMA  discussed  three  basic  areas 
of  interest;  the  first  being  expenditure  targets  or  "ETs", 
which  will  be  presented  to  Congress  by  the  Physician’s 
Payment  Review  Committee,  or  the  PPRC,  with  a 
second  version  being  offered  by  the  Office  of  Manage- 
ment and  Budget,  or  OMB.  Both  plans  would  limit 
health  care  expenditures  paid  to  physicians  to  a set 
predetermined  level,  which  would  change  from  year  to 
year,  based  on  inflation  rate,  etc.,  but  basically  would 
penalize  physicians  for  charging  any  fees  past  their  pre- 
designated expenditure  target.  The  plam  from  the 
PPRC  would  base  the  following  year’s  expenditure  tar- 
get on  the  cimount  of  money  spent  on  physician  fees 
from  the  previous  yccU",  whereas  the  plan  from  the  OMB 
would  simply  withhold  fees  from  physicians  until  the 
previous  year’s  expenditure  tcU'gets  were  met.  The 
second  mea  of  interest  is  House  Bill  939,  authored  by 
Representative  Stau'k,  which  would  ban  referral  of  any 
patient  by  a physician  to  any  health  care  entity  in  which 


that  physician  or  any  member  of  his  family  had  finan- 
cial interest.  The  third  area  of  interest  is  a movement 
on  the  part  of  the  American  Hospital  Association  to 
convince  Congress  that  they  have  in  the  past  accepted 
em  unfair  share  of  heeilth  care  funding  cuts  and  that  any 
further  cuts  in  health  care  should  come  from  physicians 
or  from  Pau't  B funding.  Congress  is  looking  to  cut  2.3 
billion  dollars  out  of  the  budget  for  this  upcoming  year 
from  Medicare,  assuming  that  this  will  have  no  impact 
whatsoever  on  the  accessibility  or  quality  of  the  health 
care  system  offered  to  our  elderly. 

One  doesn’t  have  to  study  these  issues  very  long 
before  it  becomes  readily  apparent  that  expenditure 
targeting  is  nothing  but  a health  caic  rationing  plan  and 
that  the  physician  referral  ban  and  further  cuts  in  Part 
B funding  would  have  a gravely  negative  effect  on  ac- 
cessibility of  health  care  to  our  elderly  patients, 
especially  in  the  already  underserved  rural  areas  which 
certainly  includes  South  Dakota. 

Health  care  in  this  country  is  being  formulated 
through  legislative  mandate,  both  on  the  state  and 
federal  level,  and  demands  that  if  physicians  want  to 
have  any  impact  at  all  on  what  the  future  health  care 
system  will  be,  that  they  be  fully  involved  in  the  legisla- 
tive process.  This  mezms  being  members  of  SoDaPAC 
and  AMPAC,  as  well  as  being  directly  involved  with 
both  national  and  state  legislators  in  their  election  cam- 
paigns. Developing  personal  friendships  with  these 
individuals  so  that  key  man  relationships  can  be  estab- 
lished to  ensure  that  medicine’s  side  of  an  issue  will  get 
a fciir  hearing. 

T oo  many  times  physicians  feel  that  there  is  a separa- 
tion between  politics  and  medicine  that  borders  on  the 
separation  of  church  and  state;  that  being  involved  in 
politics  or  the  political  arena  is  somehow  demeaning  to 
the  profession.  This  couldn’t  be  farther  from  the  truth 
in  that  only  through  legislative  activity  is  medicine  going 
to  be  able  to  ensure  any  kind  of  control  over  the  quality 
of  the  health  care  system  and  the  accessibility  of  that 
health  care  system  to  their  patients.  If  the  lawmakers 
of  this  country  are  allowed  to  make  those  decisions 
without  meaningful  input  from  organized  medicine, 
these  important  factors  will  most  assuredly  take  second 
place  to  concerns  about  cost  expenditure.  The  per- 
centage of  membership  in  SoDaPAC  and  AMPAC  by 
the  physicians  in  the  state  is  deplorable.  When  con- 
tacted, many  of  the  physicians  in  the  state  will  simply 
say  that  they’re  not  political  or  that  they  don’t  believe 
in  mixing  politics  with  medicine  or  that  they  don’t 
believe  in  political  action  committees.  With  the  way 
that  our  political  system  operates  in  this  day  and  age. 
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existence  of  a viable  political  action  committee  is  essen- 
tial if  we’re  to  have  any  impact  on  health  care 
legislation.  We  also  need  to  move  forward  on  a state- 
wide key  man  program  that  would  assign  every  national 
and  state  legislator  to  an  individual  physician  in  this 
state  who  will  take  it  upon  himself  to  personally  know 
these  individuals  and  spend  time  with  them  throughout 
the  year  and  not  just  during  election  campaigning. 

Decide  to  become  involved.  Become  involved  with 
both  your  time  and  your  money.  Tedk  to  your  legis- 
lators. Tell  them  about  your  concerns,  both  in  medical 
and  nonmedical  issues,  and  get  to  know  them  and  know 
them  well,  because  it  is  only  through  this  type  of  activity 
that  we’re  going  to  be  able  to  have  any  kind  of  an  im- 
pact on  the  important  health  care  decisions  that  are 
being  made,  that  we  and  our  patients  are  going  to  have 
to  live  with.  # 


The  Dodson  Dividend  Plan 


Members  of  SDSMA 
received  a dividend  of 
31.79%  in  1987. 

At  Dodson,  we  want  you  to  earn 
the  highest  return  of  premium 
possible  each  year  on  your  workers' 
compensation  insurance. 

Let  our  Plan  work  for  you,  too! 

1-800-825-3760 

Ext.  2990 


underwritten,  Casualty  Reciprocal  Exchange 
member  Dodson  Group 


9201  State  Line  Rd.  • Kansas  City,  MO  64114 


South  Dakota  Society  Of 

Pathologists 


Officers  for  1988-89 

Bradley  B.  Randall,  MD,  President 

Roy  G.  Burt,  MD,  Vice  President 

Jerry  L.  Simmons,  MD,  Secretary-Treasurer 
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The  Canadian  Health  System 

Robert  E.  Van  Demark,  Sr.,  MD,  Editor 

In  identical  national  polls  conducted  by  Louis  Harris 
and  Associates  in  the  United  States,  Great  Britian 
and  Canada,  the  Americans  were  the  most  critical  of 
their  healthcare  system.  Eighty  nine  percent  of 
Americans  said  our  healthceu'e  structure  needs  fun- 
damental changes,  compared  with  42  percent  of  the 
Canadians  about  their  system.  In  Great  Britian  the 
figure  was  69  percent.  Sixty  one  percent  of  Americans 
said  they  would  prefer  Canada’s  health  system  over  that 
of  the  United  States. 

Medical  care  is  an  explosively  expanding  field  of  in- 
creasing services  demanded  by  the  public  whose 
governmental  representatives  and  business  leaders  are 
becoming  primarily  interested  in  cost  containment. 
This  ultimately  can  lead  to  rationing  of  medical  care. 

In  Canada,  health  insurance  is  centralized  under  the 
provincial  governments  which  set  the  fees  of  the  doctors 
and  the  hospitals  by  arbitration.  In  Ontario,  payments 
are  theoretically  based  on  a resource-based  relative 
value  scale  developed  by  the  medical  society.  However, 
when  2U1  independent  arbitrator  recommended  a 3.26 
percent  increase  in  doctors’  fees  the  ministry  of  Ontario 
unilaterally  proclaimed  a 1.75  percent  raise.  British 
Columbia  established  a system  that  penalizes  doctors 
financially  when  payments  for  their  services  exceed  a 
defined  cap. 

On  the  positive  side,  Canadian  patients  have  the  right 
to  choose  their  own  doctors  and  hospitals.  The 
Canadian  system  gives  incentives  for  doctors  in  rural 
and  underserved  areas,  whereas  Medicare  penalizes 
rural  U.S.  doctors  on  their  fees  which  are  40  percent  less 
than  the  national  average  (Mulder)  (even  though  our 
patients  pay  the  same  as  in  urban  areas). 

It  behooves  all  physicians  to  get  acquainted  with  the 
Canadian  system  if  they  are  to  understand  the  differen- 
ces between  it  and  the  United  States’  healthcare  system. 
Our  patients  need  education  in  this  area.  The  American 
Medical  News  and  Medical  Economics  have  been  most 
informative  on  this  subject.  Varying  viewpoints  can  be 
seen  in  the  book  "Changing  Americans  Health-Care 
System"  published  by  Scott  and  Foresman  (Des  Plains, 
Illinois  60016,  $24.95  plus  postage). 

Increasing  new  technology  is  a prominent  factor  in 
the  high  level  of  medical  costs.  Unfortunately,  the 
United  States’  public  needs  more  education  on  this  fact. 
This  lack  of  education  results  in  the  common  practice 


of  blaming  the  medical  profession  for  the  costs. 
Whether  the  United  States’  public  wishes  to  tolerate  the 
waiting  lists  of  Canada  and  Great  Britain  for  elective 
surgery  (AMA  News  April  14, 1989,  Macleans  February 
13, 1989)  remains  to  be  seen. 

There  is  an  old  adage  that  one  usually  gets  what  he 
pays  for.  # 


The  ChemPro  500  gives  you  precise  and  accurate 
results  from  whole  blood  in  seconds. 

So  you  get  answers  when  you  need  them-while  your 
patient  is  in  the  office. 

Electrolyte  Profile  (K’*’,  Na^,  CF,  pH) 

Ion  Profile  (K’*’,  Na"^,  Ca pH) 

Potassium,  BUN/Glucose,  HgB/Hct 
Glucose/Potassium,  Glucose,  BUN 
To  Learn  more  about  the  ChemPro  500  system  or  to 
see  a demonstration  contact: 


KREISLRS  INC. 

1 220  S.  Minnesota  Ave.  1723  Geneva  219  Omaha  St.  1724  8th  Ave.  h. 

Sioux  Falls,  SO  Sioux  City,  Iowa  Rapid  City,  SD  Billings,  MT 

605/336-1155  712/252-0505  605/342  2773  406/252-9309 
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AXID® 

nizatidine  capsules 

Briel  Summary 

Consult  the  package  literature  lor  complete  information. 


Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  tour  weeks 
Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h ,s  after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  tor  longer  than  one  year  are  not  known 


Patieiits  appreciate  Axid,  300  mg, 

intheX>ori(sm^ieru:ePak 

in  a Convenience  Pak  survey  (N = 100y 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 

at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 

promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 
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I Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
I the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
: H?-receptor  antagonists 

Precautions;  Genera/  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  ot  gastric  malignancy 
2.  Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufticiency. 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  nizatidine  is  metabolized  m the  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
IS  similar  to  that  in  normal  subjects 

Laboratory  Tesfs  - False-positive  tests  for  urobilinogen  with  Muttistix®'  may 
occur  dunng  therapy  with  nizatidine 

Drug  lnteractior)s  ~ No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine.  phenytoin,  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg  b,i  d , was 
administered  concurrently 

Carcinogenesis.  Mutagenesis,  Impairment  ot  fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  ot  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  ot  enteiochromaffin-like 
(ECL)  cells  in  the  gastnc  oxyntic  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo.  Female 
mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330  times  the  human 
dose)  showed  marginally  statistcally  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
dose  groups.  The  rate  ot  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  tor  the  strain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations).  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test 

In  a two-generation,  pennatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C ~ Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Betted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  ot  impaired  fertility  or 
teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  intravenous  administration  to  pregnant  New  Zealand  White  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventricular 
anomak  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus.  There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizatidine  can  cause  fetal  hai  m when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizatidine  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers  - Studies  conducted  in  lactating  women  have  shown  that 
<0.1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrabons.  Caution  should  be  exercised  when  adminis- 
tering nizatidine  to  a nursing  mother 

Pediatric  Use  - Safety  and  effecbveness  in  children  have  not  been  established 
Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  ot  adverse  events  and  laboratory 
test  abnormalities  are  also  similarto  those  seen  in  other  age  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly  patients  may  have 
reduced  renal  function. 

Adverse  Reactions:  Clinical  tnals  of  nizatidine  included  almost  5.000  patients 
given  nizabdine  in  studies  ot  varying  durations.  Oomesbc  placebo-controlled  trials 
included  over  1 .900  patients  given  nizabdine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  tnals.  sweating  (1  % vs 
0 2%),  urticaria  (0,5%  vs  < 0 01%),  and  somnolence  (2.4%  vs  1 .3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A vanety  of  less  common  events  was 
also  reported:  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine 

Hepaf/c  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
(AST].  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 
possibly  or  probably  related  to  nizabdine.  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SfaPT  enwmes  (greater  than  500  lU/L)  and,  in  a single  instance. 
SGPT  was  greater  than  2,000  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  ot  liver  enzyme  abnormalibes  in  placebo-treated 
pabents  All  abnormalities  were  reversible  after  discontinuation  of  Axid 
Cardiovascular  - \n  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventriculartachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects. 

CNS  - Rare  cases  of  reversible  mental  contusion  have  been  reported. 

Endocrine  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  ot  antiandrogemc  acbvity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  ot  gynecomastia  occurred. 

Hematologic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  with  Axid  and  another  M^-receptor  antagonist.  On  previous  occasions,  this 
pabent  had  experienced  thrombocytopenia  while  taking  other  drugs  Rare  cases  ot 
thrombocytopenic  purpura  have  been  reported 
/n/egumen/a/— Sweating  and  urticaria  were  reported  significantly  more  fre- 
quently in  nizabdine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermati- 
tis were  also  reported 

Hypersensitivity  - As  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizabdine  have  been  reported.  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed.  H?-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensibvity 
to  these  agents.  Rare  episodes  of  hypersensitivity  reactions  (eg,  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Other  - Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia.  fever,  and  nausea  related  to  nizabdine  administrabon  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
to serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  little  clinical  experience  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizabdine  have  exhibited 
, type  effects,  including  lacrimabon.  salivation,  emesis,  miosis,  and 
diarrhea.  Single  oral  doses  of  600  mo/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys 
were  not  lethal.  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively. 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  cerbfied  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians ' Desk  Reference 
(PDR).  In  managing  overdosage,  consider  the  possibility  of  mutbple  drug  over- 
' interaction  among  drugs,  and  unusual  drug  kinetics  in  your  pabent 
If  overdosage  occurs,  use  ot  acbvated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitonng  and  supportive  therapy.  Renal  dialysis  for 
oursincf  ' ‘ 
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University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education,  service 
and  research  for  South  Dakotans" 


Midtrimester  Amniocentesis:  Ten  Year 
Experience  in  South  Dakota 

The  experiences  of  the  USD  Genetics  Laboratory  with  the  detection  of  fetal  anomalies  by  amniocen- 
tesis from  1978  through  1988  are  presented. 


Virginia  P.  Johnson,  MD^ 

ABSTRACT: 

Amniocentesis  was  begun  as  a clinical  service  by  the  Department  of  OB/GYN  of  the  School  of  Medicine  in  1978 
through  the  Genetics  Laboratory.  Tbe  experience  gained  over  the  subsequent  ten  years  and  1275  studies  is  detailed. 
An  incidence  of  2.9%  abnormal  karyotype  to  amniocentesis  was  found.  Genetic  counseling  with  regard  to  am- 
niocentesis is  recommended  for  women  of  35  years  or  older  or  with  a positive  family  history. 


INTRODUCTION 

The  first  clinical  application  of  amniocentesis  was 
for  the  follow-up  of  pregnancies  at  risk  for 
erythroblastosis  fetalis.  The  early  1970’s  brought  the 
development  of  early  midtrimester  amniocentesis  for 
prenatal  diagnosis  of  fetal  anomaly  by  chromosome 
analysis  and  alpha  fetoprotein  assay. 

MATERIALS  AND  METHODS 

In  1978,  early  midtrimester  amniocentesis  was  in- 
itiated as  a clinical  service  by  the  Genetics  Laboratory, 
Department  of  OB/GYN,  USD  School  of  Medicine. 
Initial  samples  were  shared  with  a cytogenetics 
laboratory  in  Chicago,  Illinois.  Samples  were  drawn  on 
site  in  Sioux  Falls  or  shipped  in  by  physicians  from  else- 
where in  South  Dakota,  as  far  west  as  Newcastle, 
Wyoming,  east  to  Albert  Lea,  Minnesota,  south  to 
Sioux  City,  Iowa  and  north  central  Nebraska. 

Amniotic  fluid,  10  to  30  cc,  were  inoculated  in  tissue 
culture  flasks  in  triplicate  following  conventional 
methods  for  long  term  tissue  culture.  Sufficient  cells 
were  available  for  harvest  by  14  to  18  days,  and  slides 
prepared  by  day  16  to  20  so  that  a telephone  report 
could  usually  be  made  available  by  21  days.  An  in  situ 
culture  method  was  initiated  in  1984.  Cells,  in  enriched 


^Director,  Cytogenetics  Laboratory  and  Professor,  Depart- 
ments of  OB/GYN,  Pediatrics  and  Laboratory  Medicine, 
USD  School  of  Medicine,  Vermillion,  SD. 


culture  medium,  are  seeded  on  glass  coverslips  in  petri 
dishes  (with  a back  up  tissue  culture  flask)  and  grown 
in  an  incubator  with  controlled  temperature,  CO2  and 
humidity.  This  procedure  shortens  processing  time. 
Small  colonies  of  50  to  100  cells  are  sufficient  since 
there  is  no  need  for  trypsinization  at  harvest  and  no  loss 
of  cells,  thus  slide  preparation  is  expedited.  The 
coverslips  with  attached  colonies  are  directly  treated 
with  colcemide  to  arrest  cell  division  at  metaphase; 
hypotonic  solution  is  used  to  swell  the  cells  and  spread 
the  chromosomes,  then  finally  fixed  and  stained.  Har- 
vest is  at  6 to  8 days.  The  coverslips  are  dried  overnight. 
A telephone  report  can  usually  be  made  by  day  ten.  An 
additional  advantage  of  the  in  situ  method  is  the  ability 
to  document  mosaicism.  If  an  abnormail  karyotype  is 
found  in  one  colony,  the  same  abnormality  must  be 
replicated  in  another  colony  in  another  slide  to  be  con- 
sidered cliniccJly  significant. 

RESULTS  AND  DISCUSSION 

The  results  of  a ten  year  experience  (1978  through 
1988)  are  presented  (Table  I).  Of  1275  studies,  38 
showed  an  abnormal  karyotype  for  an  incidence  of 
2.9%.  Of  the  38  cases,  15  (39.5%)  were  balanced,  and 
23  (60.5%)  were  unbalanced  chromosomal  comple- 
ments. Abnormalities  included  autosomal 
chromosome  trisomies;  trisomy  21  (ten  cases),  trisomy 
13  (1),  other  trisomies  (4).  Autosomal  duplication  was 
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Ye^u• 

No.  of 

cases 

Age  Previous 
35  > Chrom  Def 

Previous 

BD 

TABLE  I 

NTD  Other 
AFP 

Abnormal 

Karvotvoe 

Bailanced 

Karvotvoe 

Unbalanced 

Karvotvoe 

1978 

19 

12 

5 

2 

1979 

43 

34 

3 

7 

2 

1 

1 

0 

1980 

57 

47 

8 

6 

1 

4 

1 

0 

1 

1981 

65 

44 

6 

14 

3 

2 

1 

1 

1982 

98 

67 

4 

8 

7 

8 

1 

0 

1 

1983 

127 

84 

12 

9 

5 

8 

5 

3 

2 

1984 

100 

72 

10 

9 

4 

15 

3 

0 

3 

1985 

144 

103 

7 

18 

10 

6 

7 

5 

2 

1986 

168 

109 

6 

17 

8/8 

9 

8 

3 

5 

1987 

201 

130 

3 

3 

1/10 

43 

4 

2 

2 

1988 

253 

130 

6 

3 

3/6 

42 

6 

0 

6 

Total 

1275 

832 

65.3% 

70 

5.5% 

96 

7.5% 

64 

5% 

140 

10.9% 

38 

2.9% 

15/38 

39.5% 

23/38 

60.5% 

Number  of  amniocentesis  cases  per  year,  indications  based  on  age,  previous  chromosomally  abnormal  child,  previous  birth 
defect  child,  history  of  neural  tube  defect  or  abnormal  MSAFP  and  karyotype  results.  For  the  years  1986-1988  the  bottom 
rows  show  cases  done  for  a family  history  of  NTD/abnormal  high  or  low  MSAFP. 


Figure  1 

Down’s  syndrome  karyotype  from  amniotic  fluid  culture. 


present  in  two.  There  were  also  instances  of  sex 
chromosome  trisomy/monosomy  such  as  XXX  (2), 
XX Y (1),  XYY  (2),  XX/X  mosaic  (1).  There  were  15 
cases  with  balanced  complements,  reciprocal  trans- 
location abnormedities  indicating  carrier  status  and 
assumed  normal  phenotype.  The  most  common  of 
these  were  translocation  13/14  (7),  tl4/21  (1),  t21/21  (1), 
tl/6  (1),  t4/6  (1),  tl/12  (1),  tl5/19  (1),  t7/20  (1),  long  Y. 
Figures  1 and  2 show  sample  karyotypes. 


Figure  2 

Balanced  translocation  partial  karyotype.  A-translocation 
between  chromosomes  13  and  14,  B-translocation  1 and  6, 
C-translocation  1 and  12.  Arrow  indicates  chromosomes  in- 
volved in  the  reciprocal  translocation. 
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Table  11 

Odds  of  Down  syndrome  based  on  maternal  age 


35  years 

1 in  270 

36 

1 in  210 

37 

1 in  166 

38 

1 in  129 

39 

lin  100 

40 

lin78 

41 

1 in  61 

42 

1 in  47 

43 

lin  37 

44 

1 in  29 

Odds  of  Down  syndrome  in  women  age  35  or  greater. 

The  2.9%  positive  rate  is  lower  than  previously 
reported.  Daniel^  from  Australia  reported  a 3.7% 
positive  rate  while  Galjaard^  with  pooled  European 
cases  had  5.9%,  Golbus^  from  San  Francisco,  3.8%  and 
Goldman,"*  Israel,  4.9%.  These  reports  however  in- 
cluded amniocentesis  for  prenatal  diagnosis  of  inborn 
errors  of  metabolism,  which  comprise  1.16%,  4.39%, 
3.37%,  and  9.6%  (respectively)  of  the  total  cases 
analyzed.  Our  series  includes  only  three  such  cases, 
metachromatic  leukodystrophy,  hemophilia,  and 
Duchene  muscular  dystrophy,  the  former  diagnosed  by 
enzyme  assay  and  the  latter  two  by  DNA/linkage  study. 

The  Down  syndrome  cases,  10  of  1275,  gives  an  in- 
cidence of  0.78%  or  1 in  128.  This  is  much  higher  than 
the  incidence  of  1 in  660  in  the  newborn  population. 
This  reflects  the  higher  risk  inherent  in  the  population 
that  comes  to  amniocentesis.  Based  upon  pooled  data, 
Daniel*  reported  a 1.2%  risk  of  a trisomy  21  fetus,  and 
0.9%  risk  of  a fetus  with  another  chromosome  abnor- 
mality in  women  of  35  years  or  more.  The  odds  of  Down 
syndrome  based  on  maternal  age  has  been  well  estab- 
hshed  (Hook^).  (Table  II) 


The  most  frequent  indication  for  amniocentesis  is 
maternal  age  of  35  or  greater.  Other  indications  are 
paternal  age  of  45  or  older,  previous  child  with 
chromosomal  abnormality,  either  parent  known  to  be  a 
carrier  for  a balanced  or  unbalanced  chromosome 
defect,  previous  child  or  family  history  of  neural  tube 
defect  (NTD),  mother  a known  carrier  of  an  X-hnked 
disorder,  both  parents  known  carriers  for  an  autosomal 
recessive  trait,  multiple  pregnancy  loss  or  birth  defect. 
(Table  I) 

In  1986,  screening  for  maternal  serum  alpha 
fetoprotein  (MSAFP)  was  initiated.  High  MSAFP, 
suggestive  of  NTD,  and  low  MSAFP  suggestive  of 
Down  syndrome  (trisomy  21)  has  become  a more 
recent  indication  for  amniocentesis.  Amniocentesis  for 
kcuyotyping  on  all  pregnant  women  age  35  or  over,  will 
pick  up  20%  of  Down  syndrome  cases.  Amniocentesis 
on  pregnant  women  with  a risk  of  equal  to  or  greater 
than  one  in  270  for  Down  syndrome,  based  on  low 
MSAFP  level  and  maternal  age,  will  identify  another 
20%  of  Down  syndrome  cases.^ 

Although  there  has  been  a dramatic  increase  in  the 
number  of  pregnancies  examined  in  the  last  five  years, 
genetic  amniocentesis  is  underutilized.  Table  III  shows 
the  number  of  live  births,  number  of  mothers  older  than 
35  years  and  40  years  of  age  in  South  Dakota  for  the 
period  1978  to  1987.  Using  the  columns  in  Table  I on 
amniocentesis  for  maternal  age  35  or  more  and  in  Table 
III  for  women  giving  birth  at  35  or  more,  the  percent- 
age of  women  who  had  amniocentesis  because  of 
maternal  age  is  shown  in  the  last  column.  Table  III. 
This  value  has  increased  from  2.3%  to  18%.  Roughly 
one  out  of  six  women  of  advaneed  maternal  age  availed 
themselves  of  genetic  amniocentesis.  Table  III  also 
shows  the  NTD  and  chromosomally  abnormal  live 
births  that  could  have  been  diagnosed  prenatally.  With 
a live  birth  rate  of  12,000  to  13,000,  18  to  20  Down 
syndrome  cases  are  anticipated  each  year. 


Table  III 


Year 

Live 

Congenital 

Chromosome 

Maternal 

Maternal 

% 

Births 

Anomaly  % 

Anomaly 

Age  35 > 

Age  40  > 

Amnio 

1978 

12,203 

1.6 

11 

514 

98 

23 

1979 

12,973 

1.5 

4 

541 

90 

63 

1980 

13,256 

1.4 

3 

612 

98 

7.6 

1981 

12,725 

1.6 

2 

577 

78 

7.6 

1982 

12,839 

1.5 

8 

514 

89 

13 

1983 

12,521 

1.75 

14 

614 

81 

13;6 

1984 

12,431 

1.7 

17 

627 

88 

11.5 

1985 

12,129 

1.6 

7 

710 

95 

14.5 

1986 

11,623 

1.7 

8 

680 

74 

16 

1987 

11,482 

1.5 

14 

710 

86 

18 

Birth  statistics,  June  1978  to  1987.  The  last  column  is  the  percentage  of  pregnant  women  35  years  or  more  who  had  genetic 
amniocentesis. 
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Prenatal  diagnosis  of  inborn  errors  of  metabolism, 
based  upon  documentation  of  the  presence  or  absence 
of  an  enzyme,  is  limited  to  genetic  conditions  expressed 
in  skin  fibroblast.  Phenylketonuria  (PKU),  due  to  a 
deficiency  of  the  liver  enzyme  phenylalanine 
hydroxylase,  cannot  be  diagnosed  prenatally  since  skin 
fibroblast  do  not  normally  produce  the  enzyme. 
However,  current  DNA  restriction  fragment  length 
polymorphism  and  linkage  analysis  allow  for  prenatal 
diagnosis  of  PKU  and  other  conditions  previously  un- 
diagnosed such  as  cystic  fibrosis,  hemophila,  muscular 
dystrophy,  and  sickle  cell  disease. 

CONCLUSION 

Genetic  counseling  should  be  an  inherent  part  of 
prenatal  care,  especially  in  women  at  risk  because  of 
advanced  age  or  positive  family  history.  Medical 
genetic  services  have  been  available  in  South  Dakota 
since  1972;  prenatal  diagnostic  services  since  1978. 
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Auxiliary  News 


Karen  Pekas,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


A Federated  Coalition— The  Time  is 
Now! 

We  hear  more  and  more  about  coalitions  between 
and  among  various  organizations.  Webster 
defines  a coalition  as  a combination  or  a union.  As 
president  of  the  South  Dakota  State  Medical  Associa- 
tion Auxiliary,  I submit  that  we  must  be  committed  to  a 
coalition  with  the  South  Dakota  State  Medical  Associa- 
tion on  all  levels  of  our  organization. 

In  a federation  members  are  united  by  common 
agreement  under  a central  authority.  We  in  the 
auxiliary  are  a part  of  a vast  federation  of  physicians’ 
spouses.  We  receive  our  guidance  and  leadership  from 
the  American  Mediccil  Association  Auxiliary  who,  in 
turn,  are  in  coalition  with  the  American  Medical  As- 
sociation. The  state  auxiliaries  then  use  the 
information,  recommendations  and  materials  to  help 
the  districts  on  the  grass  roots  level  develop  and  execute 
programs  to  assist  and  supplement  the  work  of  or- 
ganized medicine. 

The  idea  of  coalitions  with  our  state  medical  associa- 
tions was  stressed  at  the  February  Leadership 
Confluence  in  Chicago.  As  Jan  Collins  so  enthusiasti- 
cally reported,  "We,  the  auxiliary  in  Georgia,  are  the 
legs  of  our  coalition."  She  continued  to  tell  us  of  the 
work  of  the  auxiliary  in  Georgia  and  how  the  physicians 
depend  on  the  spouses  to  be  at  the  forefront  of  legisla- 


tion and  health  education.  Dr.  Joseph  Bailey  told  us  of 
the  help  the  auxiliary  is  to  him  as  the  Georgia  State 
Medical  Association  president.  The  Georgia  Medical 
Association  Auxiliary  receives  as  much  as  $80,000  per 
year  from  their  large  society  to  truly  be  their  medical 
partners. 

We  in  the  leadership  of  the  auxiliary  renew  our  com- 
mitment to  the  physicians  of  South  Dakota  as  they 
continue  their  work  of  caring  for  the  citizens  of  our 
state.  The  auxiliary  exists  for  you.  We  are  ready  to 
help! 

Auxilians  across  this  country  and  certainly  in  South 
Dakota  are  involved  in  many  kinds  of  coalitions.  As  we 
try  to  be  of  service  volunteering  in  our  communities, 
there  are  many  hats  to  choose.  We  have  those  who 
work  and  support  the  hospital  auxiliaries  in  their 
charitable  and  fund  raising  efforts.  The  leadership 
positions  in  PTA  involve  auxilians  including  state  of- 
ficers as  well  as  local  school  positions.  Many  of  their 
goals  involving  our  children  and  their  well-being  coin- 
cide with  our  Adolescent  Health  Initiative.  We  all  want 
what  is  best  for  our  youth.  Many  auxilians  in  Sioux  Falls 
this  past  year  worked  as  Junior  League  members  in  the 
successful  Run  For  The  Cure  project  to  increase  the 
awareness  of  breast  cancer  and  the  importance  of  mam- 
mography in  early  detection.  Seventy-Five  thousand 
dollars  was  raised  through  donations,  sponsorships, 
and  the  actual  race  itself.  Some  of  that  amount  will  stay 
in  South  Dakota  and  some  will  be  used  in  breast  cancer 
research. 

As  an  organization  and  as  individuals  we  are  ready 
to  serve  our  communities.  Some  are  highly  visible  and 
some  work  quietly  behind  the  scenes.  We  are  all  dif- 
ferent, but  we  are  all  the  same  in  working  for  the 
betterment  of  all  of  our  citizens.  As  Anne  Morrow 
Lindbergh  said, 

"To  give  without  any  reward,  or  any  notice  has  a spe- 
cial quality  of  its  own. " 
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EDUCATION  TAKES 
MONEY 

—Lots  and  Lots  of  Money— 

The  primary  purpose  of  the  South  Dakota  Medical 
School  Endowment  Association  is  to  provide  low 
interest  (6%)  loans  to  medical  students  who  are 
attending  the  University  of  South  Dakota  School 
of  Medicine.  In  the  past  few  years  we  have 
increased  available  loan  money  from  $25,000  to 
$60,000  for  1989-90.  Student  needs  are 
increasing  each  year,  reflected  by  the  increase  in 
the  number  of  loans  from  14  to  nearly  80.  More 
contributions  are  needed  to  ensure  continued 
growth  in  our  loan  assistance. 

WE  NEED  YOUR  HELP 


All  contributions  are  used  to  provide  loans  to  South  Dakota’s 
medical  students  unless  you  specify  otherwise. 

Please  send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Avenue 
Sioux  Faiis,SD  57105 
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This  Is  Your  Medical 
Association 


Dr.  P.  K.  Aspaas  of  Dell  Rapids  was  one  of  four 
recipients  of  Augustana  College’s  Alumni 
Achievement  Awards.  The  alumni  who  receive  this 
award  are  nominated  by  other  Augustana  graduates 
across  the  country.  Dr.  Aspaas  graduated  from 
Augustana  in  1942. 

***** 

Bruce  Lushbough,  MD  of  Brookings  recently 
completed  continuing  medical  education  requirements 
to  retain  active  membership  in  the  American  Academy 
of  Family  Physicians. 

Uli  Hfi  ^ ifi  ifi 


Forrest  Brady,  MD,  a Spearfish  family  physician,  has 
once  again  been  accepted  as  a Professional  Member  of 
the  American  Running  and  Fitness  Association 
(AR&FA).  Dr.  Brady  along  with  200  other 
sportsmedicine  professionals  from  across  the  country 
will  be  included  in  AR&FA’s  national  Sportsmedicine 
Professional  Referral  Service.  The  only  national 
service  of  its  kind. 


At  the  AmericaJi  College  of  Physician  Executives  1989 
National  Conference  on  Health  Care  leadership  and 
Management  in  Washington,  D.C.,  Dr.  Courtney 
Anderson  of  Sioux  Falls  was  recognized  as  a diplomate 
of  the  American  Board  of  Medical  Management. 


Most 
patients 
need 
only  one. 


Jeffrey  Liudahl,  MD,  Yankton,  has  successfully  passed 
the  certifying  examination  of  the  American  Board  of 
Otolaryngology  and  is  now  certified  as  a diplomate  of 
that  Board. 


Drs.  G.  Robert  Bartron  of  Watertown  and  H.  Phil 
Gross  of  Sioux  Falls  have  been  selected  as  recipients  of 
a Bush  Clinical  Fellowship  Award  this  year.  This 
award,  made  possible  by  the  Bush  Foundation  of  St. 
Paul,  is  given  to  physicians  selected  from  rural  and 
metropolitan  Minnesota,  North  and  South  Dakota  and 
Wisconsin. 

***** 

Frederick  Harris,  MD  of  Sioux  Falls  was  elected 
president  of  the  Northern  Plains  Vascular  Surgical 
Society.  This  society  is  the  recognized  society  for  the 
states  of  South  Dakota,  North  Dakota,  Montana  and 
Wyoming. 

continue  next  page 
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Sustaned  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  In  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g . spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patle  ‘s  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointeslinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is.  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  In 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  In 
animals  have  not  been  performed. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS),  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-Interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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Reuben  Bareis,  MD,  Rapid  City,  is  this  year’s  recipient 
of  the  C.  B.  Alford  Award.  The  Einnual  award  honors 
physicians  who  have  made  outstanding  contributions  to 
public  health  through  medical  education,  private 
practice,  and  public  service.  Dr.  Bareis  received  his 
award  from  Secretary  of  Health  Katherine  Kinsman  at 
the  South  Dakota  Rural  Health  Conference  in  Sioux 
Falls. 

Dr.  Bareis,  a private  practice  internal  medicine 
specialist,  is  recognized  as  a leader  in  improving  nurs- 
ing home  care.  He  is  medical  director  at  Westhills  and 
Meadowbrook  Manor  and  is  current  president  of  the 
South  Dakota  Medical  Directors  Association.  A 
strong  supporter  of  the  USD  School  of  Medicine,  he  is 
currently  clinical  associate  professor  of  Internal 
Medicine. 

He  also  has  been  active  in  chemical  dependency  is- 
sues and  is  a former  member  of  the  Friendship  House 
board  of  directors;  he  was  medical  director  for  the  al- 
cohol and  drug  treatment  program  at  the  former  Rapid 
City  Regional  East  Hospital.  He  is  active  in  a number 
of  professional  organizations  including  the  American 
College  of  Physicians,  the  American  Society  of  Internal 
Medicine  and  the  American  Medical  Directors  As- 
sociation. He  is  past  recipient  of  the  South  Dakota 
Physician  of  the  Year  Award  and  the  Community  Ser- 
vice Award. 


Donald  Wingert,  MD  of  Sioux  Falls  has  been  certified 
by  the  American  Board  of  Surgery. 

Helen  Jane  Hare,  MD,  a dermatologist  in  Rapid  City, 
has  retired  from  the  practice  of  medicine.  She  is  a 
native  of  South  Dakota  and  has  been  licensed  to 
practice  medicine  in  South  Dakota  since  1944  and  has 
practiced  in  the  Rapid  City  area  since  1949. 

Dr.  Hare  attended  her  first  two  years  of  medical 
school,  1938-1940,  at  the  University  of  South  Dakota 
Medical  School  and  received  her  medical  degree  at  the 
Rush  Medical  College  in  Chicago  in  1942.  She  com- 
pleted her  internship  at  the  University  of  Iowa  in  1944 
and  her  residency  at  the  Mayo  Clinic  in  1948.  # 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


fX^,^^Professioml  Liability  Briefs 


m 


Risk  Management  for  Physicians 

Supreme  Court  Invalidates  Minors’  Statute  of 
Limitations 

David  A.  Gerdes^ 

In  a decision  filed  May  17,  1989,  entitled  Lyons  vs. 

Lederle  Laboratories  et.  al,  the  South  Dakota 
Supreme  Court  invalidated  the  statute  of  limitations  for 
minors  passed  during  the  1977  legislative  session.  The 
case  involved  Jody  Lyons,  a minor,  for  whom  Dr.  Glenn 
Heidepriem  had  prescribed  medications  containing 
tetracycline  eleven  or  twelve  times  between  1969  and 
1979.  It  was  alleged  that  the  tetracycline  discolored  his 
teeth.  The  action  was  brought  against  both  Dr. 
Heidepriem’s  estate  and  the  manufacturers  of  the 
drugs.  Two  issues  were  raised  by  the  appeal.  The  first 
issue  involved  the  question  of  whether  the  statute  of 
limitations,  enacted  in  1977,  would  apply  retroactively 
to  the  medical  malpractice  action  against  Dr. 
Heidepriem,  inasmuch  as  it  was  enacted  after  the  first 
prescription,  but  before  the  last  prescription.  The 
second  issue  involved  the  question  of  whether,  if  it  is 
applied  retroactively,  the  statute  of  limitations  is  uncon- 
stitutional. 

In  this  three  to  two  decision.  Justice  Robert  Morgan, 
writing  for  the  majority,  concluded  that  the  statute  of 
limitations  should  be  given  retroactive  effect,  because 
statutes  affecting  remedy  or  procedure,  as  opposed  to 
those  affecting  substantive  rights,  are  ordinarily  given 
retroactive  effect.  The  Court  concluded  that  statutes 
of  limitations  are  remedial  in  nature  and  thus  the  trial 
court  was  correct  in  concluding  that  the  statute  of 
limitations  would  apply  retroactively  to  the  action,  since 
the  action  was  commenced  after  the  effective  date  of 
the  statute  of  limitations. 

The  Court  then  examined  the  constitutionality  of  the 
statute  under  the  equal  protection  clauses  of  the  United 
States  and  South  Dakota  Constitutions.  The  Court 
concluded  that,  to  be  constitutional,  under  the  "ration- 
al basis"  analysis  applicable  to  this  situation,  it  must  pass 
two  tests: 

1.  whether  the  statute  sets  up  arbitrary  classifica- 
tions among  various  persons  subject  to  the  Act; 
and 


^General  Counsel,  SDSMA.  May,  Adam,  Gardes  & 
Thompson,  Attorneys  at  Law,  Pierre,  SD 


2.  whether  there  is  a rational  relationship  between 
the  classification  and  some  legitimate  legislative 
purpose. 

Applying  this  test,  the  Court  coneluded  that  the  Act 
creates  an  arbitrary  classification  of  minors  who  have 
medical  malpractice  claims  as  opposed  to  minors  with 
other  tort  claims.  The  Court  pointed  to  the  case  at 
hand,  where  the  plaintiffs  claim  against  the  manufac- 
turers of  the  drug  was  subject  to  a different  statute  of 
limitation  than  the  medical  malpractice  claim  brought 
against  the  Heidepriem  estate,  as  an  example  of  the  in- 
congruity of  having  such  a classification. 

Having  determined  that  an  arbitrary  classification 
existed,  the  Court  then  inquired  whether  there  is  a ra- 
tional relationship  between  the  classification  and  some 
legitimate  legislative  purpose.  The  Court  stated: 

The  evidence  in  the  record  would  indicate  that  the 
legislation  was  enacted  in  response  to  some  per- 
ceived malpractice  crisis.  The  purpose  was  to 
alleviate  that  crisis  and  ensure  continued  health 
care  to  citizens  of  this  state. 

We  fail  to  perceive  any  rational  basis  for  assuming 
that  medical  malpractice  claims  will  diminish 
simply  by  requiring  that  suits  be  instituted  at  an 
earlier  date. 

The  Court  concluded  that  the  arbitrary  classification 
was  not  rationally  related  to  a legitimate  purpose  to 
alleviate  the  medical  malpractice  crisis.  Justice 
Morgan  was  joined  by  Justice  Robert  A.  Miller  in  this 
decision.  Justice  Richard  Sabers  concurred  in  the 
decision,  disagreeing  with  the  manner  in  which  the 
Court  conducted  its  rational  basis  analysis,  but  ul- 
timately agreeing  that  the  statute  was  unconstitutional. 

Retired  Justice  Jon  Fosheim  (sitting  in  place  of  Jus- 
tice Frank  Henderson,  disqualified)  joined  by  Chief 
Justice  George  Wuest,  dissented  on  the  basis  that  the 
Court  should  not  have  reached  the  constitutional  ques- 
tion because  the  statute  of  limitations  should  not  have 
been  given  retroactive  application. 

Given  the  fact  that  the  statute  of  limitations  has  now 
been  invalidated,  the  general  statute  of  limitations  ap- 
plying to  minors  will  be  given  effect  in  medical 
malpractice  actions.  This  would  mean  that  a minor  will 
have  until  one  year  beyond  his  eighteenth  birthday  to 
commence  a medical  malpractice  action.  It  would  ap- 
pear that  the  only  way  that  the  Legislature  could 
constitutionally  fashion  a statute  of  limitations  relating 
to  minors  under  the  Court’s  decision  would  be  for  it  to 
apply  to  all  actions  brought  on  behalf  of  minors.  This 
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would  eliminate  the  so-called  arbitrariness  of  the  clas- 
sification. It  would  still  be  an  open  question  as  to 
whether  the  Court  would  find  in  such  a situation  that  a 
rational  relationship  existed  between  the  shortening  of 
the  statute  of  limitations  for  all  minors  and  some 
legitimate  legislative  purpose.  Presumably,  the  Court 
could  still  find  fault  with  the  shortening  of  the  time 
within  which  a minor  can  bring  an  action  as  being  a 
"legitimate"  legislative  purpose. 

This  decision  has  several  practical  implications  for 
practitioners.  Prudent  thought  would  dictate  that  all 
records  pertaining  to  the  treatment  of  minors  should  be 
kept  beyond  their  eighteenth  birthday,  even  if  the 
physician-patient  relationship  terminated  prior  to  that 
time.  It  is  possible  that  this  decision  will  have  an  impact 
on  premiums  for  medical  malpractice  coverages.  Not- 
withstanding the  Court’s  assertion  to  the  contrary,  the 
presence  of  statutes  of  limitations  is  a well-known  guide 
to  underwriters  in  determining  premiums  for  liability 
coverages. 

It  is  disappointing  to  see  the  Court  give  such  short 
shrift  to  the  existence  of  the  medical  malpractice  crisis 
of  the  1970’s.  The  sole  and  only  evidence  in  the  record 
before  the  Court  established  the  fact  that  the  medical 
malpractice  crisis  did  in  fact  exist  when  the  statute  was 
passed,  and  that  the  passage  of  several  pieces  of  legis- 
lation during  that  period  of  time  had  a positive  effect 
on  both  premium  rates  and  insurance  availability.  The 
Court,  however,  chose  to  follow  an  Ohio  decision  which 
had  invalidated  a similar  statute  on  the  basis  that  the 
legislation  did  not  rationally  address  the  existence  of 
the  malpractice  crisis  of  the  mid-1970’s.  # 


Directory  of  this  Month’s  Advertisers 


Channing  H.  Lushbough 

Hedged  Securities  Fund,  Ltd. 

Round  Hill  Asset  Management,  Inc.  8 

Dodson  Insurance  Group  10 

Eli  Lilly  & Co.  12 

Key  Pharmaceuticals  19  & 20 

Kreisers  Inc.  11 

Mary  Lansing  Memorial  Hospital  4 

Roche  Products,  Inc.  Covers  3 & 4 

SD  Blue  Shield  Cover  2 

SD  Foundation  for  Medical  Care  1 & 2 

SD  Medical  School  Endowment  Assoc.  18  & 20 

SD  Society  of  Pathologists  10 


The  South  Dakota  Journal  of  Medicine  thanks  these  com- 
panies for  advertising  in  this  Journal. 


SURGEON 

OPPORTUNITY 

Immediate  opening  for  General  Surgeon 
in  Rural  Nebraska,  Board  Certified  or 
Board  Eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great 
Hunting  and  Fishing. 

Contact: 

Wallace  & Panzer,  MD,  PC 
807  North  Ash 
Gordon,  Nebraska  69343 


BC/BE  Internist 

needed  to  join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal.  Send  curriculum  vitae  or 
inquiries  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 

or  call  collect  at  (701)  662-2157  for 
further  information 


22 


SOUTH  DAKOTA 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening  for 
full-time  career-oriented  emergency 
physicians  in  Sioux  Falls,  Aberdeen  and 
Yankton.  Excellent  benefits  including 
malpractice,  disability,  health 
insurance,  profit  sharing,  etc.  Flexible 
work  schedules,  excellent  working  and 
living  conditions. 

Contact:  Donald  Kougl,  MD 

(307)  632-1436 

or  send  CV  to:  EMP,  PC 

PO  Box  805 
Cheyenne,  WY 
82003 


Family  Physician 
Needed 

Two  over-worked  family  practice 
physicians  have  an  immediate  need  for 
one  residency  trained,  board  certified 
family  practitioner.  This  two-man 
family  practice  group  is  located  in 
Pierre  in  a new  medical  building.  There 
is  great  water  recreation  and  hunting  in 
the  immediate  area.  Those  interested 
are  asked  to  please  contact: 

T.  J.  Huber,  MD 
Dakota  Plains  Clinic 
640  East  Sioux 
Pierre,  SD  57501 
(605)  224-2010 


Western  Minnesota 
Needs  Doctors,  Too! 

Two  Family  Practice  Physicians  needed  to 
join  three  doctors  in  trade  area  of  10,000. 
Rural  health  cooperative  in  two  closely 
situated  western  Minnesota  communities. 
Shared  call,  early  partnership,  generous 
guaranteed  salary,  educational  loan  buy 
out  and  signing  bonus  consideration.  No 
HMD’s.  Excellent  hunting  and  fishing. 

Contact:  Frank  Lasala,  MD 
Madison,  MN 
(612)  598-7531  or 

Ralph  Gerbig,  MD 
Dawson,  MN 
(612)  769-4393 


Family  Practice 

Rural  community,  located  in  the 
heart  of  the  Black  Hills  of  South 
Dakota,  is  seeking  a Board  Certified 
Family  Practice  physician.  Fully 
equipped  clinic  space  available. 
Income  guarantee  provided.  For 
more  information  contact: 

Rebecca  L.  Cooper 
Administrator 

Custer  Community  Hospital,  Inc. 
1039  Montgomery  Street 
Custer,  SD  57730 
Phone:  (605)  673-2229 
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Future  Meetings 


AUGUST 

Quality  Assurance  and  Accreditation  in  Managed  Care 
Organizations,  Sheraton  Airport  Inn,  Bloomington,  MN,  Aug. 
3-4.  Fee:  $315.  11  hrs.AMA  Category  I credit.  Contact:  The 
Joint  Commission,  875  N.  Michigan  Ave.,  Chicago,  IL 
60611-1846.  Phone:  (312)  649-8100. 

4:  * 4: 

Ambulatory  Health  Care  Standards:  Joint  Commission 
Strategies  for  Quality  Care,  La  Mansion  del  Rio,  San  Antonio, 
TX,  Aug.  10-11.  Fee:  $315.  11  hrs.  AMA  Category  I credit. 
Contact:  The  Joint  Commission,  875  N.  Michigan  Ave., 
Chicago,  IL  60611-1846.  Phone:  (312)  649-8100. 

SEPTEMBER 

Seventh  Annual  Occupational  Health  and  Safety  Institute,  St. 

Paul-Ramsey  Med.  Ctr.,  St.  Paul,  MN,  Sept.  11-22.  20-30 
hrs.  AMA  Category  I credit.  Contact:  Ruth  McIntyre,  Dir. 
CME,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul, 
MN  55101.  Phone:  (612)  221-3992. 

♦ ♦ * 

Twelfth  Annual  Trauma  and  Critical  Care  Seminar,  Hennepin 
County  Med.  Ctr.,  Minneapolis,  MN,  Sept.  21-22.  AMA 
Category  I credit  avail.  Contact:  Eugenia  Kassar,  Dir.  CME, 
Off.  Academic  Affairs,  701  Park  Ave.,  Suite  4220, 
Minneapolis,  MN  55415.  Phone:  (612)  347-2075. 

OCTOBER 

Advanced  Trauma  Life  Support,  Hennepin  County  Med.  Ctr., 
Minneapolis,  MN,  Oct.  2-3.  AMA  Category  I credit  avail. 
Contact:  Off.  of  Emergency  Med.  Serv.,  Hennepin  County 
Med.  Ctr.,  701  Park  Ave.,  Minneapolis,  MN  55415.  Phone: 
(612)  347-5683 

* * * 

Hennepin  County  Medical  Center  Medical  Examiner  Annual 
Forensic  Science  Seminar,  Hennepin  County  Med.  Ctr., 
Minneapolis,  MN,  Oct.  5-6.  AMA  Category  I credit  avail. 
Contact:  Off.  of  Academic  Affairs,  Eugenia  Kassar,  Dir. 
CME,  701  Park  Ave.,  Suite  4220,  Minneapolis,  MN  55415. 
Phone:  (612)  347-2075. 

* * * 

Advanced  Trauma  Life  Support  Provider  Course,  U of  Kans. 
Med.  Ctr.,  Kansas  City,  KS,  Oct.  5-6.  AMA  Category  I credit 
avail.  Contact:  Bernice  Jackson,  U of  Kans.  Med.  Ctr.,  Off. 
Cont.  Educ.,  Rainbow  & Olathe  Blvds.,  Kansas  City,  KS 
66103.  Phone:  (913)  588-4490. 

4:  4c  )|c 

Fifth  Annual  Geriatrics  Conference,  Hennepin  County  Med. 
Ctr.,  Minneapolis,  MN,  Oct.  13.  AMA  Category  I credit 
avail.  Contact;  Off.  of  Academic  Affairs,  Eugenia  Kassar, 
Dir.  CME,  701  Park  Ave.,  Suite  4220,  Minneapolis,  MN 
55415.  Phone:  (612)  347-2075. 


Twenty  Third  Annual  Orthopaedic  and  Trauma  Seminar, 

Radisson  Plaza  Hotel,  Minneapolis,  MN,  Oct.  i6-19.  AMA 
Category  I credit  avail.  Contact:  Off.  of  Academic  Affairs, 
Eugenia  Kassar,  Dir.  CME,  701  Park  Ave.,  Suite  4220, 
Minneapolis,  MN  55415.  Phone:  (612)  347-2075 


The  American  Medical  Association  has  announced  the 
creation  of  American  Medical  Television.  This  is  a 2-hour 
program  on  the  Discover}’  Channel  every  Sunday  from  9 to 
11  am.  Central  Standard  Time,  starting  Sunday,  Januar}’ 
8, 1989.  American  Medical  Television  carries  CME  credits 
for  its  programs. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


BC/BE  FAMILY 
PRACTITIONER 

needed  to  join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal. 

Send  curriculum  vitae  or  inquires 
to: 

Lake  Region  Clinic,  PC 

Attn:  Joel  Rotvold 

PO  Box  1100 

Devils  Lake,  ND  58301 

or  call  collect  at  701-662-2157 
for  further  information 
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In  moderate  depression  and  anxiety 

^ 74%  of  patients  experienced  improved  sleep 
after  the  first dose* 

^ First-week  improvement  in  somatic  symptoms* 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 

Protea  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY. 


References;  1.  Data  on  tile,  HoiTmann-La  Roche  Inc.,  Nutley,  N|.  2.  Feighner  |P. 
et ah  Psychopharmacology  61 :2\1 -22b . Mar  22,  1979. 


Limbitrol*® 

Tfanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
autiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings;  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Dtug  Abuse  and  Dependence) . 

Precautions;  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
hmction  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) . clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  dmg. 


Adverse  Reactions;  Most  frequent;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent;  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others;  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs;  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Pychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary'  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary'  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  follow'ng  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tbblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Ttl-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  Week! 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  A 5.  dose' 

^ First- week  reduction  in  somatic  symptom: 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 
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Percentage  of  Reduction  in  Individual  Somatic 
During  First  Week  of  Limbitrol  Therap 
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Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ vomiting  nausea  headache  anorexia  constipation 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX-  *Patients  often  presented  with  more  than  one  somatic  symptom. 
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Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 
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Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summar\'  of  product  information  inside  back  cover. 
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AXID® 

nizatidine  capsules 

Brief  Summary 

Consult  ttie  package  literature  lor  complete  Information. 

Indications  and  Usage;  Axid  is  indicated  for  up  to  eigfit  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 
Axid  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  150  mg  h.s.  after  healing  ot  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known 
Contraindication;  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patents  with  hypersensitivity  to  oOier 
Hrreceptor  antagonists 

Precautions;  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  in  patents  with  moderate  to  severe  renal  insufficiency. 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  ot  nizatidine  is  metabolized  in  ^e  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
IS  similar  to  that  in  normal  subjects 

Laborafory  Tests  - False-positive  tests  for  urobilinogen  with  Muttistix*  may 
occur  dunng  therapy  with  nizatidine. 

Dnjg  Inieracbons  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  Iidocaine.  phenytoin.  and  wartann  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur  In  patients  given  very  high  doses  (3.900  mg)  of  asplnn  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine.  150  mg  b i d..  was 
administered  concurrently 

Carcinogenesis.  Mutagenesis,  impairment  of  Fertility -A  two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  ot  enteiochromatfin-like 
(ECl)  cells  in  the  gastnc  oxyntic  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations).  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  ot  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bactenal  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test 

In  a two-generation,  pennatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  ot  parental  animals  or  their  progeny 
Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Betted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administration  to  pregnant  New  Zealand  white  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus,  mere  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  It  is  also  not  known  whether  nizatidine  can  cause  fetal  hai  m when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizatidine  should  be 
used  dunng  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactating  women  have  shown  that 
<0  1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations  Caution  should  be  exercised  when  adminis- 
tenng  nizatidine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderty  Patients  -Ulcer  healing  rates  m elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
lest  abnormalities  are  also  similar  to  those  seen  in  other  ag^e  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposition  ot  nizatidine  Elderly  patients  may  have 
reduced  renal  function 

Adverse  Reactions:  Clinical  tnals  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled  trials 
included  over  1 .900  patients  given  nizatidine  and  over  1 .300  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  tnals.  sweating  (1  % vs 
0 2%),urticana(0  5%vs<  001%). and  somnolence  (2  4%  vsl  3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

Wepafic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[AST],  SGPT  (ALT],  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SfaPT  enzymes  (greater  than  500  lU/L)  and.  in  a single  instance. 
SGPT  was  greater  than  2,000  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  times  the  upper  limit  ot  normal,  however,  did  not 
Significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
patients  All  abnormalities  were  reversible  after  discontinuation  of  /Gud 
Cardiovascular  - In  clinical  pharmacology  studies  short  episodes  of  asymp- 
tomatic ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  contusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed 
no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic  - Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  ^d  and  another  Hrreceptor  antagonist  On  previous  occasions,  this 
patient  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Inlegumental  - Sweating  and  urticana  were  reported  significantly  more  fre- 
quently in  nizatidine-  than  m placebo-treated  patients  Rash  and  exfoliative  dermati- 
tis were  also  reported 

Hypersensitivity  - As  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported  Because  cross-sen- 
sitrvity  in  this  class  of  compounds  has  been  observed,  H?-receplor  antagonists 
should  not  be  administered  to  individuals  wi^  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Otner  - Hyperuncemia  unassociateo  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia.  fever,  and  nausea  related  to  nizatidine  administration  have  been 
reported 

Overdosage;  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic-type  effects,  including  lacnmation.  salivation,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  600  mg/kg  in  dogs  and  of  1 .200  mgAg  m monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  tiie  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  multiple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinetics  in  your  patient. 

If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  witii  clinical  monitonng  and  supportive  therapy  Renal  dialysis  for 
fourto  SIX  hours  increased  plasma  clearance 
PV  2096  AMP  (013089) 
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Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  =100) 

■ T 00%  said  the  directions  on  the  Convenience  Pak  were 
dear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handiing 

The  Convenience  Pak 
promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compiiance  and  continued  customer 
satisfaction 
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A SPECIAL 
PRACTICE 

specialists 

^ 

If  you're  a Surgeon  or  OB/GYN  or  Other  Medical 
Specialist,  the  Air  Force  may  hove  a special  practice  for  you, 

What  mokes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 

Now  thafs  special! 

Find  out  just  how  special  your  practice  can  be.  Call 


CAPT  GREGORY  HANELINE 
STATION  TO  STATION  COLLECT 
402-551-0928 


South  Dakota 
Foundation  for 
fTledicol  Core 


PRO  REVIEW  OF 
"INTERVENING  CARE" 

South  Dakota  Foundation  for  Medical  Care  is  responsible  for  reviewing  intervening 
care  for  Medicare  cases  beginning  with  the  1989-1992  physician  PRO  contract. 

Intervening  care  includes  hospital  outpatient  department  visits.  Medicare  reim- 
bursed skilled  nursing  facility  stays,  and  home  health  agency  services. 

Intervening  care  cases  are  selected  by  the  PRO  in  conjunction  with  Medicare  read- 
missions. SDFMC  selects  for  review  25%  of  hospital  inpatient  cases  that  were  read- 
mitted within  31  days.  Of  the  25%  of  the  readmissions  selected  for  PRO  review, 
intervening  care  provided  to  20%  of  these  cases  will  be  subject  to  intervening  care 
review. 

Intervening  care  review  is  performed  to  assess  the  quality  of  care  utilizing  HCFA 
generic  screens  specific  to  each  of  the  three  intervening  care  areas.  If  you  have  any 
questions  regarding  this,  please  do  not  hesitate  to  contact  the  SDFMC  office. 
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NEXT  MONTH 

Kohler’s  Osteochondrosis  of  the  Tarsal  Navicular: 
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President’s  Page 


"Dr.  Welby  is  Dead!" 

Karen  and  I recently  returned  from  the  AMA  An- 
nual Meeting  in  Chicago.  She,  of  course,  attended 
the  auxiliary  meeting  as  a delegate  from  South  Dakota 
and  I attended  the  AMA  meetings  as  an  alternate 
delegate  from  South  Dakota.  This  was  our  second  op- 
portunity to  attend  the  annual  meeting,  and  I was  again 
impressed  with  the  breadth  and  depth  of  involvement 
in  all  health  care  issues  from  scientific,  economic  and 
finance,  quality  of  care,  and  political  in  which  the  AMA 
and  its  auxiliary  are  involved.  I was  also  again  struck  by 
the  hard  work  and  dedication  shown  by  the  delegates 
and  alternates  in  accomplishing  their  tasks  at  the  annual 
meeting,  especially  those  with  whom  we  from  South 
Dakota  work  most  closely.  By  this  I am  referring  to  the 
North  Central  Medical  Conference  consisting  of  the 
delegates,  alternate  delegates,  and  state  officers  from 
South  Dakota,  North  Dakota,  Nebraska,  Iowa,  Min- 
nesota and  Wisconsin. 

I attended  the  opening  ceremonies  with  the  rest  of 
our  delegation,  and  the  ceremonies  were  impressive; 
but  I was  most  struck  by  the  opening  remarks  delivered 
by  Dr.  Sullivan,  Secretary  of  Health  and  Human  Ser- 
vices. He  began  his  remarks  with  the  statement,  "Dr. 
Welby  is  Dead!"  He  went  on  to  tell  us  that  the  image  of 
the  concerned,  involved  and  caring  family  physician  is 
gone  and  that  we  are  perceived  in  medicine  as  a group 
of  technocrats  who  are  basically  more  interested  in  our 
pocketbooks  than  in  the  care  of  our  patients.  I was  both 
insulted  and  incensed  by  his  remarks.  In  thinking  about 
the  whys  and  wherefores  of  his  observations,  it  became 
clear  to  me  that  the  role  of  the  physician  in  the  health 
care  community  and  in  the  community  at  large  has 
changed  in  the  minds  of  the  public  over  the  past  ten  to 
fifteen  years.  This,  I feel,  is  due  to  several  different 
reasons;  the  first  being  an  active  effort  on  the  part  of  the 
third  party  payers,  especially  the  federal  government,  to 
convince  patients  that  physicians  are  no  longer  their 
spokesmen  for  health  care  issues.  Our  senators  and 
representatives  would  like  our  patients  to  believe  that 
they  are  the  health  care  advocates,  and  the  physician  is 
more  interested  in  his  income.  The  second  reason  for 
this  change  in  public  perception  of  the  physician  in  my 
estimation  is  the  activity  of  the  current  paramedical 
groups  who  continue  to  try  to  replace  the  physician  in 
the  health  care  arena  and  who  tell  our  patients  that  they 
are  the  ones  who  should  be  afforded  the  role  of  patient 
advocate.  The  third  and  most  important  reason  for  this 
perceptual  change  is  the  physician  himself. 


The  rural  family  physician  throughout  the  history  of 
our  country  was  an  integral  peu't  of  the  community  in 
which  he  practiced.  He  was  involved,  not  only  in  the 
practice  of  medicine  and  the  health  care  of  the  com- 
munity at  large,  but  also  in  the  community  both  as  a 
businessman,  and  more  importantly,  as  a volunteer 
upon  whom  the  community  could  rely.  Physicians  were 
truly  community  leaders  in  both  areas.  It  seems  that 
over  the  past  years  with  the  explosion  of  technology  in 
medical  care  and  the  increasing  complexity  of 
specialization  in  medical  practice,  that  physicians  have 
indeed  allowed  themselves  to  become  distanced  not 
necessarily  from  their  individual  patients  but  from  the 
community  at  large.  In  some  cases  it  is  almost  as  if  the 
physicians  themselves  have  bought  the  propaganda 
program  that  has  been  sold  to  the  public  by  our  detrac- 
tors. The  general  community  does  tend  to  view  the 
physicians  in  their  communities  as  a closed,  uninvolved 
group  of  professionals  who  are  monetarily  motivated. 

However,  I feel  that  Dr.  Welby  is  alive  and  well  in  the 
hearts  of  most  physicians.  Dr.  James  Davis,  immediate 
past  president  of  the  AMA,  chose  for  his  presidential 
theme  the  concept  of  community  involvement.  There 
are  many  physicians  who  are  involved  in  their  com- 
munities on  a very  active  basis.  I feel  that  the 
responsibility  of  the  physician  toward  his  patient  en- 
compasses far  more  than  just  the  immediate  health  Ccu'e 
needs  of  that  patient  who  happened  to  fall  within  that 
physician’s  specialty  and  that  the  physician  has  much  to 
offer  the  general  community  in  areas  that  have  been 
defined  as  "outside  medicine".  We  all  have  our  own  in- 
dividual interests  outside  of  medicine  and  those 
interests  can  be  applied  easily  to  various  areas  of  com- 
munity service  and  involvement.  Physician  involvement 
in  service  clubs,  local  charitable  organizations,  local  and 
state  political  office  is  a reality  but  needs  to  be  much 
more  widespread.  If  we  all  would  shoulder  these  com- 
munity responsibilities  that  were  once  expected  of  the 
physician,  our  perception  in  the  public’s  eye  would  cer- 
tainly change  for  the  better. 

YES!  I do  believe  Dr.  Welby  is  alive  and  well  and 
lives  within  each  of  us,  and  that  all  we  have  to  do  is  make 
the  commitment  and  let  him  out!  # 
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Transactions  Of  The 
South  Dakota  State  Medical  Association 
108th  Annual  Meeting 
June  7,  8,  9, 10, 1989 


1989-1990  OFFICERS 
President 

Michael  Pekas,  MD Sioux  Falls 

President-Elect 

J.  A.  Eckrich,  Jr,  MD Aberdeen 

Vice  President 

Richard  Porter,  MD  Ycinkton 

Secretary-Treasurer  (1991) 

M.  George  Thompson,  DO Watertown 

AMA  Delegate  (1990) 

Bruce  Lushbough,  MD  Brookings 

AMA  Alternate  Delegate  (1990) 

Durward  Lang,  MD Sioux  Falls 

Chairman  of  the  Council 

Thomas  Krafka,  MD  Rapid  City 

Speaker  of  the  House  of  Delegates 

James  Reynolds,  MD Sioux  Falls 

Councilor  at  Large 

Frank  Messner,  MD Yankton 

COUNCILORS 
First  District  (Aberdeen) 

Jay  Bachmayer,  MD  (1992)  Aberdeen 

Warren  Redmond,  MD  (1990) Aberdeen 

Second  District  (Watertown) 

James  Larson,  MD  (1992) Watertown 

Third  District  (Brookings-Madison) 

Curtis  Wait,  MD  (1990) Brookings 

Fourth  District  (Pierre) 

Phillip  Hoffsten,  MD  (1992) Pierre 

Fifth  District  (Huron) 

Stephan  Schroeder,  MD  (1990) Huron 

Sixth  District  (Mitchell) 

C.  D.  Monson,  MD  (1990)  Parkston 

Seventh  District  (Sioux  Falls) 

Jeffrey  Hagen,  MD  (1990)  Sioux  Falls 

K.  Gene  Koob,  MD  (1992)  Sioux  Falls 

Rodney  Parry,  MD  (1992) Sioux  Falls 

Guy  Tam,  MD  (1991)  Sioux  Falls 

Lowell  Hyland,  MD  (1990) Sioux  Falls 

C.  Roger  Stoltz,  MD  (1991)  Sioux  Falls 

Robert  Raszkowski,  MD  (1992) Sioux  Falls 

Eighth  District  (Yankton) 

David  Smith,  MD  (1991) Yankton 

Duane  Reaney,  MD  (1992) Yankton 

Ninth  District  (Rapid  City) 

James  Engelbrecht,  MD  (1992) Rapid  City 

Ed  James,  MD  (1990)  Rapid  City 

Thomas  Krafka,  MD  (1991)  Rapid  City 


James  Jackson,  MD  (1992)  Rapid  City 

Richard  Renka,  MD  (1991) Rapid  City 

Tenth  District  (Rosebud) 

Mary  Carpenter,  MD  (1991)  Winner 

Eleventh  District  (Northwest) 

James  Wunder,  MD  (1991)  Mobridge 

Twelfth  District  (Whetstone  Valley) 

Ben  Chaska,  MD  (1991) Webster 

Student  Representative 


ALTERNATE  COUNCILORS 


First  District  (Aberdeen) 

James  Hovland,  MD  (1992) Aberdeen 

David  Seaman,  MD  (1990) Aberdeen 

Second  District  (Watertown) 

Stephen  Gehring,  MD  (1992)  Watertown 

Third  District  (Brookings-Madison) 

C.  S.  Roberts,  MD  (1990) Brookings 

Fourth  District  (Pierre) 

Thomas  Huber,  MD  (1992) Pierre 

Fifth  District  (Huron) 

G.  Robert  Bell,  MD  (1990)  DeSmet 

Sixth  District  (Mitchell) 

Bruce  Kocourek,  DO  (1990)  Parkston 

Seventh  District  (Sioux  Falls) 

Dennis  Johnson,  MD  (1990)  Sioux  Falls 

Loren  Tschetter,  MD  (1992) Sioux  Falls 

Daniel  Kennelly,  MD(1992) Sioux  Falls 

D.  G.  Ortmeier,  MD  (1990) Sioux  Falls 

Lawrence  Finney,  MD  (1991)  Sioux  Falls 

(1991) 

Frank  Alvine,  MD  (1992) Sioux  Falls 

Eighth  District  (Yankton) 

Dale  Gunderson,  MD  (1991) Yankton 

(1992) 

Ninth  District  (Rapid  City) 

J.  Geoffrey  Slingsby,  MD  (1991) Rapid  City 

Craig  Hansen,  MD  (1992)  Rapid  City 

Stephen  Haas,  MD  (1992)  Rapid  City 

A.  Byford  Anderson,  MD  (1991)  Rapid  City 

Carol  Zielke,  MD  (1990)  Rapid  City 

Tenth  District  (Rosebud) 

R.  G.  Nemer,  MD  (1991) Gregory 

Eleventh  District  (Northwest) 

L.  M.  Linde,  MD  (1991) Mobridge 

Twelfth  District  (Whetstone  Valley) 

Kevin  Bjordahl,  MD  (1991)  Webster 

Student  Representative 
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1989-1990  COMMISSIONS 

COMMISSION  ON  LEGISLATION  AND 

GOVERNMENTAL  RELATIONS 

Thomas  Olson,  MD  (1992)  Vermillion,  Chairman 

Stephan  Schroeder,  MD  (1990)  Miller 

Raymond  Burnett,  MD  (1990)  Rapid  City 

Melvin  Thomas,  MD  (1990)  Brookings 

Robert  Meyer,  MD  (1990)  Watertown 

Jean  Gerher,  MD  (1990)  Aberdeen 

Richard  Friess,  MD  (1991)  Sioux  Falls 

David  Rossing,  MD  (1991)  Sioux  Falls 

James  Wiggs,  MD  (1991)  Yankton 

John  Barlow,  MD  (1991)  Rapid  City 

Patricia  Makers,  MD  (1991)  Mitchell 

O.  Myron  Jerde,  MD  (1992)  Rapid  City 

John  Gray,  MD  (1992)  Sioux  Falls 

Jeffrey  Peterson,  MD  (1992)  Mobridge 

R.  J.  Zakahi,  MD  (1992)  Pierre 

Peggy  Huber,  Auxiliary 

Paul  Lerdal,  Clinic  Manager 

Student 

COMMISSION  ON  INTERNAL  AFFAIRS, 

COMMUNICATIONS  AND  LIAISON 

Richard  Holm,  MD  (1992)  Brookings,  Chairman 

John  Jones,  MD  (1990)  Chamberlain 

Martin  Christensen,  MD  (1990)  Mitchell 

Mark  Werpy,  MD  (1990)  Pierre 

Kevin  Bjordahl,  MD  (1990)  Webster 

Michael  McVay,  MD  (1990)  Yankton 

Clark  Likness,  MD  (1991)  Watertown 

Dennis  Stevens,  MD  (1991)  Sioux  Falls 

Dan  Heinemann,  MD  (1991)  Canton 

Ken  Peterson,  MD  (1991)  Watertown 

Michael  Mathews,  MD  (1991)  Rapid  City 

Curtis  Liedtke,  DO  (1992)  Sturgis 

Milton  Mutch,  MD  (1992)  Sioux  Falls 

Craig  Hansen  MD  (1992)  Rapid  City 

R.  E.  VanDemark,  Sr,  MD  (1992)  Sioux  Falls 

Student 

COMMISSION  ON  MEDICAL  SERVICE 
Jerome  Bentz,  MD  (1991)  Platte,  Chairman 
Jerome  Freeman,  MD  (1990)  Sioux  Falls 
Dale  Gunderson,  MD  (1990)  Yankton 
Michael  Ferrell,  MD  (1990)  Sioux  Falls 
Mary  Ann  Bauman,  MD  (1990)  Sioux  Falls 
Tom  Huber,  MD  (1990)  Pierre 
Kennon  Broadhurst,  MD  (1991)  Aberdeen 
James  Pucelik,  MD  (1991)  Deadwood 
Robert  Harms,  MD  (1991)  Sioux  Falls 
Ed  Gerrish,  MD  (1991)  Watertown 
Janies  Ashbaugh,  MD  (1992)  Deadwood 
Tad  Jacobs,  DO  (1992)  Flandreau 
Robert  Suurmeyer,  MD  (1992)  Aberdeen 
Tony  Berg,  MD  (1992)  Winner 
Thomas  Gaeckle,  MD  (1992)  Sioux  Falls 
Student 

COMMISSION  ON  SCIENTIFIC  MEDICINE 
Edward  Zawada,  MD  (1991)  Sioux  Falls,  Chairman 
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Roger  Carter,  MD  (1990)  Watertown 
Greg  Tobin,  MD  (1990)  Winner 
Julie  Stevens,  MD  (1990)  Yankton 
Robert  Talley,  MD  (1990)  Sioux  Falls 
Curtis  Buchholz,  MD  (1990)  Huron 
Robert  Raszkowski,  MD  (1991)  Sioux  Falls 
James  Engelbrecht,  MD  (1991)  Rapid  City 
Roy  Burt,  MD  (1991)  Aberdeen 
Jean  Heisler,  MD  (1991)  Sioux  Falls 
David  Elson,  MD  (1992)  Sioux  Falls 
Michael  Brown,  MD  (1992)  Spearfish 
Lewis  Ofstein,  MD  (1992)  Sioux  Falls 
William  Tschetter,  MD  (1992)  Rapid  City 
Patrick  King,  MD  (1992)  Yankton 
Student 

COMMISSION  ON  PROFESSIONAL  LIABILITY 

Jerry  Walton,  MD  (1991)  Sioux  Falls,  Chairman 

John  Sternquist,  MD  (1990)  Yankton 

John  Willcockson,  MD  (1990)  Yankton 

John  Robbins,  MD  (1992)  Sioux  Falls 

Mitchel  Rydberg,  MD  (1992)  Dell  Rapids 

Robert  VanDemark,  Jr,  MD  (1992)  Sioux  Falls 

Jane  Gaetze,  MD  (1991)  Mitchell 

Douglas  Traub,  MD  (1991)  Rapid  City 

William  Sorrels,  DO  (1990)  Mitchell 

Student 

CREDENTIALS  COMMISSION 
AND  EXECUTIVE  COMMISSION 
Michael  Pekas,  MD,  Sioux  Falls 
J.  A.  Eckrich,  Jr,  MD,  Aberdeen 
Richard  Porter,  MD,  Yankton 
M.  George  Thompson,  DO,  Watertown 
Bruce  Lushbough,  MD,  Brookings 
Durward  Lang,  MD,  Sioux  Falls 
James  Reynolds,  MD,  Sioux  Falls 
Thomas  Krafka,  MD  Rapid  City 
Frank  Messner,  MD,  Yankton 

GRIEVANCE  COMMISSION 

Howard  Saylor,  Jr.,  MD  (1990)  Huron,  Chairman 

Richard  Gere,  MD  (1991)  Mitchell 

W.  O.  Rossing,  MD  (1992)  Sioux  Falls 

Robert  L.  Ferrell,  MD  (1993)  Rapid  City 

Frank  Messner,  MD  (1994)  Yankton 

ARCHIVES  AND  HISTORY  COMMISSION 
John  Hoskins,  MD  (1990)  Sioux  Falls,  Chairman 
Virginia  Tracy  (1990)  Auxiliary 
Roscoe  Dean,  MD  (1990)  Wessington  Springs 
Joseph  Hamm,  MD  (1990)  Sturgis 
Neyton  Baltodano,  MD  (1990)  Arlington 

MEDICAL-LEGAL  COMMITTEE 
Daniel  Kennelly,  MD  (1990)  Sioux  Falls 
Walter  Carlson,  MD  (1990)  Sioux  Falls 
Jeriy  Walton,  MD  (1990)  Sioux  Falls 
Herb  Saloum,  MD  (1990)  Tyndall 
James  Larson,  MD  (1990)  Watertown 
Roy  Birkenkamp,  MD  (1990)  Mitchell 
David  Hoversten,  MD  (1990)  Sioux  Falls 
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DEPARTMENT  OF  SOCIAL  SERVICES 
MEDICAL  ADVISORY  COMMITTEE 
Thomas  Krafka,  MD  (1990)  Rapid  City 

FETAL  ALCOHOL  SYNDROME  ADVISORY 
COMMISSION,  SD  HEALTH  DEPARTMENT 
Michael  Crandell,  MD  (1990)  Kennebec 

SHARECARE  COMMITTEE 
Michael  Ferrell,  MD  (1990)  Sioux  Falls,  Chairman 
Tony  Berg,  MD  (1990)  Winner 
Tad  Jacobs,  DO  (1990)  Flandreau 
Thomas  Huber,  MD  (1990)  Pierre 
James  Reynolds,  MD  (1990)  Sioux  Falls 
Howard  Saylor,  Jr,  MD  (1990)  Huron 
Robert  Suurmeyer,  MD  (1990)  Aberdeen 
Robert  Westaby,  MD  (1990)  Rapid  City 
John  Healy  (1990)  Clinic  Manager 
Ed  Arshem  (1990)  Clinic  Manager 

AIDS  TASK  FORCE 

Durward  Lang,  MD  (1990)  Sioux  Falls,  Chairman 
Bruce  Lushbough,  MD  (1990)  Brookings 
Donald  Humphreys,  MD  (1990)  Sioux  Falls 
Susan  Urbatsch,  MD  (1990)  Sioux  Falls 
Jerome  Freeman,  MD  (1990)  Sioux  Falls 
Thomas  Huber,  MD  (1990)  Pierre 
Alfred  Hartmann,  MD  (1990)  Sioux  Falls 
Michael  McVay,  MD  (1990)  Yankton 
Wendell  Hoffman,  MD  (1990)  Sioux  Falls 

SPECIAL  MEDICARE  COMMITTEE 
James  Reynolds,  MD  (1990)  Sioux  Falls,  Chairman 
John  Barker,  MD  (1990)  Sioux  Falls 
Robert  L.  Ferrell,  MD  (1990)  Rapid  City 
Katby  Haberling,  Clinic  Manager 
Ed  Arsbem,  Clinic  Manager 
Karen  Sbea,  Clinic  Administration 

CONTINUING  MEDICAL  EDUCATION  COMMITTEE 
Robert  Raszkowski,  MD  (1992)  Sioux  Falls,  Chairman 
James  Gaede,  MD  (1992)  Mitchell 
Richard  Holm,  MD  (1992)  Brookings 
Willis  F.  Stanage,  MD  (1992)  Yankton 
Michael  Davies,  MD  (1991)  Fort  Meade 
James  Larson,  MD  (1991)  Watertown 
Thomas  Luzier,  MD  (1991)  Aberdeen 
Alfred  Hartmann,  MD  (1990)  Director  of  Medical 
Education,  McKennan  Hosp. 

Jerome  Freeman,  MD  (1990)  Director  of  Medical 
Education  Sioux  Valley  Hosp. 

James  Engelbrecht,  MD  (1990)  Director  of  Medical 
Education,  Rapid  City  Regional  Hosp. 

REPORT  OF  THE 

BUDGET  AND  AUDIT  COMMITTEE  MINUTES 
12:00  noon  Jefferson  Room,  Ramkota  Inn 

Saturday,  June  10, 1989  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  Chairman  Richard 
Holm,  MD.  Those  present  for  roll  call  were  Doctors  Holm, 
Michael  Pekas,  J.  A.  Eckrich,  Richard  Porter,  George 


Thompson,  Bruce  Lushbough,  Durward  Lang,  James 
Reynolds,  Thomas  Krafka  and  Frank  Messner,  and  staff, 
Robert  Johnson  and  Jan  Anderson. 

The  Committee  reviewed  and  discussed  the  CPA  audit 
which  had  been  prepared  by  McGladrey  & Pullen.  Dr. 
Messner  moved  that  the  Budget  and  Audit  Committee  ac- 
cept the  audit.  The  motion  was  seconded  and  carried. 

The  meeting  adjourned  at  12:15  pm. 

FIRST  COUNCIL  MEETING  MINUTES 
3:00  pm  Jefferson  Room,  Ramkota  Inn 

Wednesday,  June  7, 1989  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  Richard  Porter,  MD, 
Chairman  at  3:00  pm.  Those  present  for  roll  call  were:  Drs. 
Frank  Messner,  Michael  Pekas,  J.  A.  Eckrich,  Jr,  M.  George 
Thompson,  Durward  Lang,  Bruce  Lushbough,  James 
Reynolds,  Robert  L.  Ferrell,  Richard  Porter,  Jay  Bachmayer, 
James  Larson,  Curtis  Wait,  Jeffrey  Hagen,  K.  Gene  Koob, 
Karl  Wegner,  Guy  Tam,  C.  Roger  Stoltz,  Thomas  Krafka, 
Richard  Renka,  James  Engelbrecht,  Mary  Carpenter,  Kevin 
BJordahl,  Steven  Haas  and  commission  chairmen  Doctors 
Stephan  Shroeder  and  Richard  Holm. 

A motion  was  made  by  Dr.  Hagen  to  approve  the  minutes 
of  the  previous  meeting.  The  motion  was  seconded  and  car- 
ried. 

COMMISSION/COMMITTEE  REPORTS 

1)  Report  of  the  Commission  on  Professional  Liability 

REPORT  OF  THE  COMMISSION 
ON  PROFESSIONAL  LIABILITY 
1:30  pm  Dublin  Room,  Town  House  Motel 

Thursday,  April  6, 1989  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  Jerry  Walton,  MD, 
Chairman.  Those  members  present  were  Doctors  Jerry 
Walton,  Douglas  Traub,  John  Sternquist,  Jack  Robbins, 
Jane  Gaetze,  Mitchel  Rydberg  and  K.  Gene  Koob.  Tbe  ques- 
tion was  raised  as  to  whether  there  are  any  risk  retention 
groups  operating  in  South  Dakota.  The  Medical  Association 
has  no  knowledge  of  a risk  retention  group  presently  in 
operation. 

The  minutes  of  the  previous  meeting  were  approved  as 
printed  and  distributed. 

OLD  BUSINESS: 

1)  Follow-up  from  October  meeting  with  St.  Paul  Fire  & 
Marine  - Discussion  was  held  concerning  the  letter  of 
response  by  tbe  St.  Paul  Company  to  the  Commission’s  ques- 
tion regarding  "staying  a statute."  The  St.  Paul  Company 
apparently  misunderstood  the  question  and  will  be  recon- 
tacted for  further  clarincation. 

NEW  BUSINESS: 

1)  Review  and  discussion  of  St.  Paul  and  Midwest  Medi- 
cal Insurance  response  to  the  Hatch  Report  - Lorin  Pankratz 
reported  to  the  Commission  regarding  the  outline  summary 
of  the  Medical  Malpractice  Claim  Study.  Considerable  dis- 
cussion was  held  regarding  the  findings  of  the  report.  The 
report  included  only  physician  claims  for  the  years  1982  to 
1987.  MMIE  handles  80-90%  of  the  malpractice  insurance 
in  Minnesota  and  St.  Paul  handles  two-thirds  of  the 
malpractice  insurance  for  North  Dakota  and  South  Dakota. 
The  Hatch  report  indicated  the  premiums  paid  by  physicians 
for  professional  liability  insurance  are  unwarranted;  that 
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insurance  companies  have  repeatedly  and  consistently  over- 
reserved. Question  was  raised  whether  the  Hatch  findings 
have  been  confirmed.  The  Commission  wished  to  obtain  fur- 
ther information  regarding  claims  data  (examples:  number 
of  claims,  cost,  overstock,  number  of  claims  going  to  court). 

Discussion  was  held  concerning  physician  owned  carriers, 
arbitration  boards  and  pretrial  screening  as  alternatives. 

The  Commission  discussed  the  possibility  of  conducting 
a confidential  survey  of  South  Dakota  doctors  to  obtain 
claims  information  for  comparison  purposes. 

2)  Review  and  discussion  of  St.  Paul  and  Midwest  Medi- 
cal Insurance  response  to  the  Hatch  Report  - The 
Commission  reviewed  letters  from  St.  Paul  and  MMIE.  It 
was  the  opinion  of  both  insurance  companies  that  the  Hatch 
report  is  totally  false.  This  was  accepted  for  information. 

3)  Letter  from  Obstetrics  and  Gynecology,  Ltd.,  Sioux 
Falls  - The  Commission  reviewed  a letter  from  Charles  Rose, 
Business  Manager  of  Obstetrics  & Gynecology,  Ltd.,  and  at- 
tached President’s  Page  from  the  Bar  Journal.  This  was 
referred  to  the  Medical  Legal  Commission  as  an  item  of  in- 
terest. 

4)  Discussion  concerning  committee  goals  and  strategies 
A motion  was  made  by  Dr.  Koob  to  attempt  to  gather  claims 
information  from  the  South  Dakota  Division  of  Insurance 
and  from  the  Minnesota  Insurance  Commission,  as  to  South 
Dakota  data,  if  it  can  be  extracted  from  their  survey.  The 
motion  was  seconded  and  carried. 

5)  Certificate  of  Merit  - Illinois  Law  - Review  was  made 
of  the  Illinois  legislation  which  provides  that  in  an  action  in 
which  the  plaintiff  seeks  damages  for  injuries  or  death  by 
reason  of  malpractice,  the  plaintiffs  attorney  or  the  plain- 
tiff, must  file  an  affidavit,  attached  to  all  copies  of  the 
complaint,  declaring  the  action  to  have  merit. 

A motion  was  made  by  Dr.  Traub  to  contact  the  Illinois 
Medical  Society  and  the  AMA  in  order  to  gather  informa- 
tion regarding  the  value  of  pursuing  similar  legislation  in 
South  Dakota.  The  SD  Chapter,  American  College  of  Sur- 
geons is  to  be  so  advised.  The  motion  was  seconded  and 
carried. 

6)  Other  - The  Commission  reviewed  a letter  from  Attor- 
ney Dave  Gerdes  regarding  protection  of  pension  plans  from 
malpractice  verdicts.  In  most  cases  the  pension  plan  is 
protected  but  in  the  case  of  insolvency,  a creditor  could  place 
a physician  in  involuntary  bankruptcy.  Discussion  was  held 
concerning  the  probability  that  this  issue  would  be  of  inter- 
est to  other  professions  as  well,  not  only  medical.  Motion 
was  made  by  Dr.  Koob  to  gather  background  information 
regarding  current  bankruptcy  laws  and  also  look  at  infor- 
mation from  the  AMA  as  to  states  that  have  already  made 
changes  in  their  laws.  If  warranted,  this  information  would 
then  be  referred  to  the  Legislation  Committee  prior  to  their 
November  meeting  for  review.  The  motion  was  seconded  and 
carried. 

7)  Next  meeting  date  - A meeting  will  be  scheduled 
during  the  Fall,  1989,  most  likely  in  late  September  or  early 
October. 

There  being  no  further  business,  the  Professional 
Liability  Commission  adjourned  at  4:15  pm. 

A report  was  made  to  the  Council  regarding  the  April  6 
meeting.  A motion  was  made  by  Dr.  Larson  to  approve  the 
report  of  the  Commission  on  Professional  Liability.  The  mo- 
tion was  seconded  and  carried. 

2)  Report  of  the  Medicaid  Ad  Hoc  Committee  - A report 


was  made  to  the  Council  regarding  the  Ad  Hoc  Committee 
on  Medicaid  Reimbursement  meeting  of  May  17. 


REPORT  OF  THE  AD  HOC  COMMITTEE 
ON  MEDICAID  REIMBURSEMENT 
1:00  pm  Westward  Ho  Country  Club 

Wednesday,  May  17, 1989  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order.  Those  present  included 
Doctors  Tom  Masterson,  John  Hoskins,  Joel  Huber,  J.  Alan 
Kelts,  Robert  E.  Nelson,  Thomas  Looby,  Durward  Lang, 
Gregory  Iverson,  Daniel  MacRandall,  James  McGrann, 
John  Barker,  Curtis  Buchholz,  David  Bean,  Willis  Sutliff; 
clinic  managers,  Ed  Arshem,  Jim  Neisen;  and  staff,  Robert 
Johnson,  Lorin  Pankratz  and  Jan  Anderson. 

Dr.  McGrann  was  elected  chairman  by  unanimous  vote. 
He  asked  Mr.  Johnson  to  provide  an  overview  of  the  three 
options  presented  by  the  Department  of  Social  Services.  It 
was  noted  that  the  Department  of  Social  Services  in  their  op- 
tions listed  those  procedures  performed  25  times  or  more 
with  a total  of  approximately  250  procedures.  Option  I 
proposed  reimbursement  to  physicians  at  63  percent  of  the 
1988  usual  and  customary  for  the  procedures  performed  25 
or  more  times  (this  could  mean  a decrease  in  reimbursement 
for  some  procedures),  with  a 55  percent  reimbursement  on 
other  non-lab  procedures.  Option  H using  the  same  listing 
of  procedures  would  provide  for  reimbursement  at  60  per- 
cent of  the  1988  usual  and  customary  or  the  current  fee 
whichever  is  higher,  with  a 55  percent  reimbursement  on 
other  non-lab  procedures.  Option  HI  would  provide  for 
reimbursement  at  63  percent  of  the  1988  usual  and  cus- 
tomary or  the  current  fee  whichever  is  higher,  again 
pertaining  to  those  procedures  utilized  25  times  or  more, 
with  50  percent  reimbursement  on  other  non-lab  proce- 
dures. 

Concern  was  expressed  that  there  are  a number  of  proce- 
dures done  fewer  than  25  times  which  should  be  included  in 
those  receiving  increased  reimbursement.  Lorin  called  the 
Department  of  Social  Services  to  determine  if  those  proce- 
dures performed  ten  or  more  times  could  be  included  in  the 
proposal  without  adversely  impacting  the  reimbursement 
schedule  significantly.  Art  Fecht  stated  that  this  could  be 
done  and  would  increase  the  number  of  procedures  affected 
to  approximately  380  with  a monetary  impact  of  ap- 
proximately $30,000. 

Ed  Arshem  moved  that  inasmuch  as  Option  HI  would  be 
of  greatest  benefit  to  most  doctors  in  South  Dakota,  in  par- 
ticular primary  care  physicians,  the  Committee  recommend 
to  the  Council  of  the  State  Medical  Association  that  Option 
III  be  recommended  with  the  understanding  that  the 
Department  of  Social  Services  would  increase  the  number  of 
procedures  to  include  those  performed  ten  or  more  times. 
The  motion  was  seconded  and  carried  unanimously. 

There  being  no  further  business  tbe  meeting  adjourned 
at  2:45  pm. 

A motion  was  made  by  Dr.  Krafka  to  accept  the  recom- 
mendation by  the  Committee  as  to  Option  HI,  with  the 
understanding  that  the  Department  of  Social  Services  would 
increase  the  number  of  procedures  to  include  those  per- 
formed 10  or  more  times.  The  motion  was  seconded  and 
carried. 

3)  Report  of  the  Medical-Legal  Committee  - A report  was 
made  to  the  Council  regarding  the  May  18  meeting. 
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REPORT  OF  THE  MEDICAL/LEGAL  COMMITTEE 
2:00  p.m.  Room  210,  Town  House  Motel 

Thursday,  May  18, 1989  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  Mary  Masten.  Medi- 
cal Association  committee  members  present  were  Dr.  Daniel 
Kennedy,  and  Dr.  James  Larson.  Bar  Association  members 
present  were  Mary  Masten,  Robert  Kean,  Reed  Rasmussen 
and  David  English.  Also  present  were  Drs.  Belatti,  Stransky 
and  Holm.  Staff  members  present  were  Lorin  Pankratz  and 
Mitzi  Turley. 

OLD  BUSINESS 

Pending  interprofessional  code  violation  complaint  - Dis- 
cussion was  held  concerning  a previously  filed  complaint 
regarding  a physician’s  charge  for  a deposition.  Dr.  Holm 
questioned  whether  there  was  a standard  set  for  physicians 
giving  medical  testimony.  There  was  general  feeling  that  if 
there  is  concern  about  wbat  may  be  charged  for  a deposition 
that  should  be  discussed  prior  to  tbe  deposition.  Professor 
David  English  moved  that  no  action  is  warranted.  The  mo- 
tion was  seconded  and  carried. 

NEW  BUSINESS 

1.  Review  and  discuss  HB  1290  - Health  Care  Consent 
Procedures  - Lorin  Pankratz  explained  the  Medical  Associa- 
tion gave  qualified  support  to  this  Bill  during  the  1989 
session  so  long  as  the  Bill  did  not  contain  Living  Will  lan- 
guage. Professor  English  reviewed  a redraft  of  HB-1290 
wherein  an  attempt  was  made  to  address  areas  of  the  bill 
that  received  the  most  discussion  and  objection  during  legis- 
lative committee  meetings.  Tbe  Act  does  not  deal  with 
abortion,  or  sterilization  but  primarily  with  the  consent  for 
health  care  of  incompetent  adults.  It  was  felt  that  this 
redraft  of  HB-1290  would  be  more  flexible. 

Dr.  Kennedy  moved  that  both  the  Durable  Power  of  At- 
torney proposal  and  the  redrafted  Health  Care  Consent  Act 
be  recommended  to  our  respective  associations  for  review 
and  support.  The  motion  was  seconded  and  carried. 

2.  Review  and  discuss  HB  1354  (Living  Will  Legislation) 
The  Committee  accepted  this  for  information  only. 

3.  Review  and  discuss  HB  1329  - Uniform  Health  Care  In- 
formation Act  -Dr.  Kennedy  moved  that  the  Committee  not 
accept  this  Act.  The  motion  was  seconded  and  carried. 

4.  Letter  from  Minnehaha  County  States  Attorney  - Dis- 
cussion was  held  regarding  setting  a fee  schedule  for 
physicians  who  give  testimony  in  Court  at  the  request  of 
Minnehaha  County.  Staff  was  instructed  to  correspond  with 
Mr.  Nelson  and  request  clariTication  of  the  issue  and  advise 
him  there  are  many  variables  to  take  into  consideration  such 
as  the  preparation  time  and  recognition  of  different  special- 
ties. Mr.  Nelson  should  also  be  provided  the  results  of  a 
survey  of  Sioux  Fails  area  attorneys  concerning  physician 
deposition  charges. 

5.  Cost  of  photocopying  medical  records  - Discussion  was 
held  concerning  complaints  received  regarding  over-charg- 
ing for  medical  records.  The  South  Dakota  Medical  Group 
Management  Association  will  be  notified  of  this  problem  and 
wbat  current  law  states.  In  the  future  when  a complaint  is 
received  an  attempt  will  be  made  to  identify  tbe  person  or 
facility  being  complained  about.  This  will  then  generate  fol- 
low-up contact  from  the  joint  committee. 

6.  Letter  from  Charles  R.  Rose  - Clinic  Manager  - Ac- 
cepted for  information  only. 

The  meeting  was  adjourned  at  5:15  p.m. 


Discussion  was  held  concerning  the  durable  power  of  at- 
torney proposal  and  the  redrafted  health  care  consent  act. 
A motion  was  made  by  Dr.  Lusbbough  to  refer  these  matters 
to  Attorney  Dave  Gerdes  and  tbe  Commission  on  Legisla- 
tion for  review  and  recommendation.  The  motion  was 
seconded  and  carried.  A motion  was  made  by  Dr.  Stoltz  to 
accept  tbe  report.  Tbe  motion  was  seconded  and  carried. 

4)  Dr.  Helenboldt  of  North  Dakota  Blue  Cross  spoke  to 
the  Council  and  asked  for  its  support  regarding  the  "Pat- 
terns of  Care"  feasibility  study.  Dr.  Helenboldt  indicated 
the  main  purpose  of  this  study  is  to  establish  criteria  for  care 
rather  than  a mechanism  for  physician  reimbursement. 
This  was  accepted  for  information. 

OLD  BUSINESS: 

1)  Letter  from  Jack  Donahoe,  MD  - This  was  accepted 
for  information. 

2)  Nominations  for  AMA  Awards  - There  were  no 
nominations  submitted  at  this  time. 

3)  Discussion  on  Harvard  Resource  Based  RVS  and 
proposed  Resolutions  - Dr.  Lushbough  - Discussion  was 
held  regarding  tbe  resolutions  to  be  submitted  to  tbe  House 
of  Delegates  concerning  tbe  geographic  and  regional  dis- 
parity in  physician  reimbursement.  A motion  was  made  by 
Dr.  Lushbough  to  prepare  a resolution  for  consideration  by 
the  House  of  Delegates  stating  opposition  to  expenditure  tar- 
gets. The  motion  was  seconded  and  carried. 

4)  Report  from  District  9 - A report  was  made  to  the 
Council  regarding  the  recommendations  of  Harry 
Christianson,  attorney  evaluating  the  potential  for  action  by 
the  Black  Hills  District  on  Medicare  claims.  Research  indi- 
cated that  the  bulk  of  previous  lawsuits  against  HCFA  were 
not  decided  but  ratber  were  dismissed.  Mr.  Christianson 
advised  tbe  Black  Hills  District  not  to  pursue  actions  of  this 
type  at  this  time,  but  be  would  keep  the  Black  Hills  District 
informed  of  developments  in  a key  lawsuit  brought  by  the 
National  Rural  Health  Association  against  HCFA  regarding 
geographic  maldistribution.  He  stated  that  in  his  opinion, 
the  Freedom  of  Information  Act  is  still  a possible  source  of 
extracting  information.  This  was  accepted  for  information. 

NEW  BUSINESS 

1)  Request  by  Auxiliary  for  Funding  - A report  was  made 
by  Jacque  Gunnarson,  Auxiliary  President,  regarding  the 
1989-90  proposed  budget  and  request  for  additional 
auxiliary  funding.  A motion  was  made  by  Dr.  Reynolds  to 
increase  tbe  annual  budget  for  tbe  Auxiliary  from  $2,000  to 
$5  per  Medical  Association  member.  The  motion  was 
seconded  and  carried. 

2)  Election  of  SoDaPAC  Board  of  Directors  - 


District  9 

District  5 
Clinic  Manager 
District  7 


Robert  Goodhope,  MD,  3 year  term 
John  Barlow,  MD,  3 year  term 
Curtis  Bucbbolz,  MD,  3 year  term 
Lori  Marty,  3 year  term 
Thomas  White,  MD,  3 year  term 
Loyd  Wagner,  MD,  3 year  term 


A motion  was  made  by  Dr.  Lushbough  to  accept  the 
nominations  as  submitted.  Tbe  motion  was  seconded  and 
carried. 

3)  Election  to  Honorary  Life  Membership  - 


a)  William  Jones,  MD,  Sturgis 

b)  A.  Byford  Anderson,  MD,  Lead 


AUGUST  1989 


9 


c)  James  Yackley,  MD,  Rapid  City 

d)  Richard  Stewart,  MD,  Sturgis 

A motion  was  made  by  Dr.  Krafka  to  elect  these 
physicians  to  honorary  life  membership.  The  motion  was 
seconded  and  carried. 

4)  Discussion  on  Cost  Offset  on  Professional  Liability 
Premiums  - Dr.  Reynolds  - This  was  deferred  to  Second 
Council  meeting. 

5)  Discussion  on  Unified  Membership  - Discussion  was 
held  concerning  the  pros  and  cons  of  the  unified  member- 
ship system.  It  was  decided  this  would  be  brought  to  the 
attention  of  the  House  of  Delegates  this  year  and  acted  on 
by  the  House  at  the  1990  annual  session. 

6)  Article  by  Dr.  Richard  Mulder  - Discussion  was  held 
regarding  the  possibility  of  using  this  information  to  prepare 
a brochure  for  South  Dakota  physicians  to  give  to  their 
patients  explaining  the  present  Medicare  system.  The 
Council  directed  the  executive  office  to  pursue  this  matter. 

7)  Re-appointment  of  Dr.  Bartron  to  the  South  Dakota 
State  Board  of  Medical  and  Osteopathic  Examiners  - A mo- 
tion was  made  by  Doctor  Stoltz  that  the  Council  recommend 
to  Governor  Mickelson  the  re-appointment  of  Dr.  Bartron 
to  the  South  Dakota  State  Board  of  Medical  and  Osteopathic 
Examiners.  The  motion  was  seconded  and  carried. 

There  being  no  further  business,  the  meeting  adjourned 
at  5:30  pm. 

SECOND  COUNCIL  MEETING  MINUTES 
10:30  am  Jefferson  Room,  Ramkota  Inn 

Saturday,  June  10, 1989  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  Richard  Porter,  MD, 
Chairman  at  11:00  am.  Those  present  for  roll  call  were  Doc- 
tors Michael  Pekas,  J.  A.  Eckrich,  M.  George  Thompson, 
Bruce  Lushbough,  Durward  Lang,  James  Reynolds,  Frank 
Messner,  Jay  Bachmayer,  James  Larson,  Stephan 
Schroeder,  C.  D.  Monson,  Jeffrey  Hagen,  K.  Gene  Koob, 
Rodney  Parry,  Guy  Tam,  Lowell  Hyland,  Robert  Raszkowski, 
C.  Roger  Stoltz,  Thomas  Krafka,  Richard  Renka,  Mary  Car- 
penter, Craig  Hansen,  Kevin  Bjordahl  and  commission 
chairman  Dr.  Richard  Holm. 

A motion  was  made  by  Dr.  Stoltz  to  dispense  with  the 
reading  of  the  minutes  of  the  previous  meeting  pending 
printing  and  distribution.  The  motion  was  seconded  and 
carried. 

BUSINESS: 

1)  Seating  of  New  Councilors  - Dr.  Porter  introduced  the 
following  new  councilors: 

Phillip  Hoffsten,  MD  from  District  4 
Stephan  Schroeder,  MD  from  District  5 
Rodney  Parry,  MD  from  District  7 
Robert  Raszkowski,  MD  from  District  7 
Duane  Reaney,  MD  from  District  8. 

2)  Election  of  Council  Chairman  - Dr.  Lushbough 
nominated  Dr.  Thomas  Krafka  for  chairman  of  the  Council. 
The  motion  was  seconded  and  carried.  Dr.  Reynolds  moved 
that  nominations  cease  and  a unanimous  ballot  be  cast  for 
Dr.  Krafka.  The  motion  was  seconded  and  carried. 

3)  Election  of  District  8 Councilor  - A motion  was  made 
by  Dr.  Lang  to  seat  David  Smith,  MD  as  District  8 Coun- 
cilor. The  motion  was  seconded  and  carried. 

4)  Proposed  Dates  for  1989-90  Council  Meetings  - The 
Council  considered  dates  for  the  1989-90  Council  meetings 
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and  approved  the  following  dates: 

Friday,  September  22, 1989  - Sioux  Falls 
Friday,  November  17, 1989  - Pierre 
Friday,  March  30, 1990  - Sioux  Falls 

A motion  was  made  by  Dr.  Lushbough  to  change  the  third 
meeting  date  from  April  6, 1990  to  March  30, 1990  due  to  a 
conflict  with  the  CPC  meeting.  The  motion  was  seconded 
and  carried. 

5)  CME  Cost  Offset  by  Professional  Liability  Companies 
- Dr.  Reynolds  - The  Council  discussed  contacting  profes- 
sional liability  carriers  concerning  the  possibility  of 
offsetting  premium  costs  for  physicians  who  attend  CME 
meetings  geared  towards  risk  management  or  other 
programs  of  this  nature.  A motion  was  made  by  Dr. 
Reynolds  to  refer  this  matter  to  the  appropriate  committee 
for  review  and  report  of  their  findings.  The  motion  was 
seconded  and  carried. 

6)  1990  Annual  Meeting  Format  - Discussion  was  held 
concerning  the  problems  associated  with  the  present  meet- 
ing format.  A motion  was  made  by  Dr.  Hyland  to  poll  the 
districts  in  order  to  gather  input  from  the  membership  con- 
cerning next  year’s  format  and  content.  The  motion  was 
seconded  and  carried. 

7)  Young  Physician’s  Section  - AMA  Meeting  - A motion 
was  made  by  Dr.  Lushbough  that  the  Council  approve  fund- 
ing to  send  a representative  from  the  Young  Physicians 
Section  to  the  AMA  interim  and  annual  meetings.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Porter  thanked  the  Council  members  for  their  time 
and  efforts  on  behalf  of  the  Association  during  the  past  year. 

There  being  no  further  business,  the  meeting  adjourned 
at  11:50  am. 

MINUTES  OF  THE 

FIRST  HOUSE  OF  DELEGATES  MEETING 
9:00  am  Harvest  Room,  Ramkota  Inn 

Thursday,  June  8, 1989  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  Speaker  of  the  House 
James  Reynolds,  MD.  Those  present  for  roll  call  were  Doc- 
tors Frank  Messner,  Michael  Pekas,  J.  A.  Eckrich,  Jr,  M. 
George  Thompson,  James  Reynolds,  Bruce  Lushbough, 
Durward  Lang,  Robert  L.  Ferrell,  Jay  Bachmayer,  James 
Larson,  Curtis  Wait,  Stephan  Schroeder,  C.  D.  Monson, 
Jeffrey  Hagen,  K.  Gene  Koob,  Karl  Wegner,  Guy  Tam, 
Lowell  Hyland,  Richard  Porter,  Thomas  Krafka,  Richard 
Renka,  James  Engelbrecht,  Mary  Carpenter,  James 
Hovland,  Marlin  Lamb,  M.  C.  Thompson,  Roger  Carter,  Tad 
Jacobs,  Gary  Bruning,  Mark  Werpy,  R.  J.  Zakahi,  Howard 
Saylor,  Jack  Robbins,  Robert  McWhirter,  Ray  Birkenkamp, 
John  Jones,  D.  G.  Ortmeier,  Loren  Tschetter,  Robert 
Raszkowski,  Robert  Van  Demark,  Jr,  James  Ryan,  Rodney 
Parry,  Daniel  Kennelly,  Jerry  Simmons,  Robert  Talley, 
Daniel  Heinemann,  Dennis  Johnson,  Donald  Humphreys, 
John  Barker,  Frederick  Harris,  Charley  Gutch,  Robert 
Thompson,  Larry  Meyer,  Julie  Stevens,  John  Barlow, 
Stephen  Haas,  N.  R.  Whitney,  Russell  Harris,  Joseph 
Hamm,  Robert  Goodhope,  Craig  Hansen,  James  Rud, 
Charles  Hart,  Ben  Henderson,  Kevin  Bjordahl. 

Mrs.  Jacquelyn  Gunnarson,  president  of  the  State 
Auxiliary,  gave  a briefoverviewof  Auxiliary  activities  during 
the  past  year  for  the  information  of  the  House. 

Dr.  Lang  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  and  approve  them  as 
published  and  distributed.  The  motion  was  seconded  and 
carried. 
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Dr.  Reynolds  announced  the  appointments  to  the 
Nominating  Committee  as  determined  by  Frank  Messner, 
MD,  president.  Members  appointed  to  the  Nominating 
Committee  were  Doctors  James  Hovland,  James  Larson, 
Curt  Wait,  R.  J.  Zakahi,  Stephan  Schroeder,  Charles 
Monson,  Jeffrey  Hagen,  Richard  Porter,  James  Engelbrecht, 
Mary  Carpenter,  James  Wunder  and  Kevin  Bjordahl  with 
Dr.  Larson  serving  as  chairman. 

Dr.  Reynolds  as  speaker  of  the  House  appointed  the  mem- 
bers of  the  four  reference  committees.  These  appointments 
are  as  follows: 

1.  Reference  Committee  on  Credentials,  Resolutions  and 
Memorials,  and  Reports  of  the  Officers  and  Councilors:  Dr. 
Jay  Bachmayer,  Chairman,  Dr.  Mitchel  Rydberg  and  Dr. 
Robert  Raszkowski,  members. 

2.  Reference  Committee  on  Reports  of  Commissions  on 
Medical  Service,  Legislation  and  Governmental  Relations: 
Dr.  Robert  Van  Demark,  Jr,  Chairman,  Dr.  Mark  Werpy  and 
Dr.  Marlin  Lamb,  members. 

3.  Reference  Committee  on  Reports  of  Commissions  on 
Scientific  Medicine;  Internal  Affairs,  Communication  and 
Liaison;  and  Professional  Liability:  Dr.  K.  Gene  Koob, 
Chairman,  Dr.  John  Malm  and  Dr.  Tad  Jacobs,  members. 

4.  Reference  Committee  on  Reports  of  Special  Commit- 
tees and  Miscellaneous  Business:  Dr.  Lowell  Hyland, 
Chairman,  Dr.  John  Jones  and  Dr.  Craig  Hansen,  members. 

Dr.  Bachmayer  moved  that  the  reports  of  the  officers  and 
councilors  not  be  read  and  be  referred  to  the  appropriate 
reference  committee.  The  motion  was  seconded  and  carried. 

Dr.  Reynolds  called  for  the  introduction  of  resolutions 
from  the  Council  which  have  not  been  published  in  the 
Delegate’s  Handbook.  Dr.  Bruce  Lusbbough  introduced 
Resolution  #8  regarding  release  of  necessary  information 
from  HCFA.  This  was  referred  to  the  Reference  Committee 
on  Reports  of  Commission  on  Medical  Service,  Legislation 
and  Governmental  Relations. 


Resolution  #8 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Council 

South  Dakota  State  Medical  Association 
SUBJECT:  Release  of  necessary  information  from  HCFA 
WHEREAS,  the  Omnibus  Budget  Reconciliation  Act 
(OBRA)  allows  Medicare  carriers  to  send 
"medically  unnecessary"  notifications  to 
physicians  and  their  patients,  and 
WHEREAS,  Medicare  carriers  do  not  release  necessary  in- 
formation to  physicians  regarding  their  denial 
criteria,  parameters  of  treatment  and  medical 
review  policies,  and 

WHEREAS,  physicians  need  this  information  in  order  to 
comply  with  Medicare  regulations  and  to 
provide  correct  information  to  their  patients, 
THEREFORE,  BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  ask  the  American 
Medical  Association  to  seek  to  obtain  release 
of  information  to  physicians  on  the  denial 
criteria,  parameters  of  treatment  and  medical 
review  policies  from  the  Health  Care  Financ- 
ing Administration  utilizing  the  Freedom  of 
Information  Act  or  whatever  means  is  neces- 
sary. 

Resolution  was  adopted  at  the  Second  House  of  Delegates 
meeting. 


Dr.  Lushbough  introduced  Resolution  #9  regarding  ex- 
penditure targets  for  Medicare.  This  was  referred  to  the 
Reference  Committee  on  Reports  of  Special  Committees  and 
Miscellaneous  Business. 

Resolution  #9 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Council 

South  Dakota  State  Medical  Association 
SUBJECT:  Expenditure  Tai^ets  for  Medicare 
WHEREAS,  the  Physicians  Payment  Review  Commission 
(PPRC)  has  recommended  to  Congress  that 
expenditure  targets  be  used  as  a method  to  con- 
trol Medicare  costs,  and 

WHEREAS,  expenditure  tai^ets  have  the  potential  of  reduc- 
ing access  to  care  and  rationing  of  care,  and 
WHEREAS,  any  rationing  of  health  care  would  reduce  the 
quality  of  care  provided  to  the  elderly  patients 
of  this  country',  and 

WHEREAS,  expenditure  targets  for  physician  services  could 
further  aggravate  the  existing  discriminatory 
geographic  reimbursement  to  rural  physicians 
and  rural  Medicare  patients, 

THEREFORE,  BE  IT  RESOLVED,  that  the  American  Medi- 
cal Association  oppose  all  efforts  by  Congress 
to  implement  target  expenditures  for  Medicare 
patients  that  would  lead  to  reduced  access  to 
care,  rationing  of  care  and  reduced  quality  of 
care. 

Resolution  was  adopted  at  the  Second  House  of  Delegates 
meeting. 

Dr.  Reynolds  called  for  introduction  of  resolutions  from 
district  medical  societies  which  have  not  been  published  in 
the  Delegate’s  Handbook.  Dr.  Lamb  introduced  Resolution 
#6  from  the  Watertown  District  calling  for  a review  of  the 
causes  for  increased  costs  in  health  care.  This  was  referred 
to  the  Reference  Committee  on  Reports  of  Commission  on 
Medical  Service,  Legislation  and  Governmental  Relations. 

Resolution  #6 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Watertown  District  Medical  Society 

SUBJECT:  Review  the  causes  for  increased  costs  in 
health  care 

WHEREAS,  the  price  of  health  care  has  risen  at  a rate  per- 
sistently and  substantially  above  that  of  the 
general  price  level  - the  economy’s  overall  rate 
of  inflation,  and 

WHEREAS,  there  is  continuing  concern  about  tbe  increas- 
ing cost  of  health  care  nationally  as  well  as  in 
South  Dakota,  and 

WHEREAS,  physicians  in  South  Dakota  share  this  concern 
and  strive  to  provide  health  care  at  the  most 
reasonable  cost, 

THEREFORE,  BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  establish  an  Ad  Hoc 
Committee  or  request  the  appropriate  stand- 
ing commission  to  study  the  causes  for 
increased  costs  in  health  care;  the  results  of 
such  study  to  be  shared  with  the  Council  and 
at  their  discretion,  with  all  physicians,  the 
media  and  the  public. 

Resolution  was  adopted  at  the  Second  House  of  Delegates 
meeting  with  recommendation  that  a report  be  submitted  to  the 
Council  within  six  months 
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Dr.  Reynolds  then  called  for  introduction  of  resolutions 
from  individuals  which  have  not  been  published  in  the 
Delegate’s  Handbook.  Dr.  Stephen  Haas  introduced  Resolu- 
tion #5  calling  for  an  investigation  into  the  management  and 
administration  of  Medicare  funds.  This  was  referred  to  the 
Reference  Committee  on  Reports  of  Commission  on  Medi- 
cal Service,  Legislation  and  Governmental  Relations. 

Resolution  #5 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Stephen  Haas,  MD 

SUBJECT:  Investigation  into  the  Management  and 
Administration  of  Medicare  Funds 
WHEREAS,  there  are  indications  of  widespread  discrepan- 
cies in  covered  services  and  payment  rates 
from  one  Medicare  carrier  to  another  and  even 
within  regions  covered  by  a single  carrier,  and 
WHEREAS,  there  appears  to  be  wide  variations  in  the  use 
or  misuse  of  enabling  legislation  providing  for 
repayment  of  charges  for  care  deemed  "medi- 
cally unnecessary"  by  tbe  carriers  with 
indications  that  some  carriers  may  have  used 
the  legislation  in  an  attempt  to  force  dis- 
counted rates  and,  in  some  cases,  free  care  for 
essential  medical  services  in  some  parts  of 
their  regions,  and 

WHEREAS,  there  are  indications  that  some  carriers  may 
have  used  selective  application  of  these  threats 
in  combination  with  special  arrangements  with 
the  Health  Care  Financing  Administration  to 
improve  sales  and/or  reputation  of  products 
and  policies  offered  by  their  parent  organiza- 
tion, and 

WHEREAS,  there  is  evidence  that  such  actions  have  forced 
closure  of  some  medical  facilities  and  some 
provider  practices,  forced  some  providers  to 
leave  areas  of  practice,  and  forced  others  to 
restrict  care  to  Medicare  beneficiaries,  and 
WHEREAS,  non-Medicare  eligible  citizens  have  been  forced 
by  virtue  of  higher  charges  and/or  higher  in- 
surance premium  rates  to  subsidize 
underpayments  by  Medicare,  and 
WHEREAS,  these  citizens,  both  Medicare  and  non- 
Medicare  pay  the  same  Medicare  taxes  and 
premiums  as  citizens  of  other  regions  and  are 
believed  to  be  entitled  to  the  same  or  similar 
benefits; 

THEREFORE,  BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  encourage  the 
United  States  Congress  to  investigate  fully  the 
management  and  administration  of  Medicare 
funds  and  compliance  by  the  Health  Care 
Financing  Administration  in  general  and 
Medicare  carriers  in  particular,  with  the  intent 
of  congressional  legislation. 

Resolution  was  adopted  at  the  Second  House  of  Delegates 
meeting. 

Dr.  Goodhope  introduced  Resolution  #7  regarding  the 
JCAHO  and  the  premature  adoption  of  new,  unproven 
health  care  technology  in  JCAHO  accreditation  standards. 
This  was  referred  to  the  Reference  Committee  on  Reports  of 
Commissions  on  Scientific  Medicine;  Internal  Affairs,  Com- 
munication and  Liaison;  and  Professional  Liability. 


Resolution  #7 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 

FROM:  Robert  Goodhope,  MD 

SUBJECT:  JCAHO  and  the  premature  adoption  of  new, 
unproven  health  care  technology  in  JCAHO 
accreditation  standards 

WHEREAS,  erosion  of  physician  control  of  health  care  by 
outside  agencies  makes  areas  over  which 
physician  control  can  be  exerted  evermore  im- 
portant, and 

WHEREAS,  the  health  care  quality  assurance  industry  has 
been  spawned  in  response  to  two  of  these  out- 
side forces,  i.e.  the  malpractice  crisis  and  the 
cost  containment  movement,  and 

WHEREAS,  quality  is  a conceptual  term,  not  an  operation- 
al term,  and  as  such  cannot  be  measured 
directly,  and 

WHEREAS,  measurable  substitutes  for  quality  must  be 
found  in  order  for  "Quality  Assurance"  to  be- 
come operational,  and 

WHEREAS,  tbe  health  care  quality  assurance  industry  is 
developing  an  (embryonic)  technology  in  sear- 
ching for  operational  substitutes  for  quality, 
and 

WHEREAS,  any  new  health  care  technology  must  be  (1) 
clinically  validated  in  pilot  studies  and  then  (2) 
analyzed  for  cost-effectiveness  before  dissemi- 
nation and  general  use.  (Evans,  R.W.  Health 
Care  Technology  and  the  Inevitability  of 
Resource  Allocation  and  Rationing  Decisions 
in  Emily  Friedman,  ed;  Making  Choices: 
Ethics  Issues  for  Health  Care  Professionals, 
American  Hospital  Publishing  Inc.,  1986,  pgs. 
27-55),  and 

WHEREAS,  consensus  seeking  is  adequate  for  identifying 
the  best  candidate  accreditation  standards  for 
clinical  validation  studies  and  cost  effective- 
ness analysis;  consensus  does  not  replace 
clinical  validation  and  cost  effectiveness 
studies  in  evaluating  a new  health  care  tech- 
nology, and 

WHEREAS,  failure  to  follow  clinical  validation  and  cost  ef- 
fectiveness study  steps  have  resulted  in 
practices  which  though  once  widely  accepted 
are  now  abandoned  as  ultimately  being  without 
value.  e.g.  gastric  freezing  for  ulcers,  colectomy 
for  epilepsy,  sympathectomy  for  asthma, 
adrenal  ectomy  for  essential  hypertension, 
renal  capsule  stripping  for  acute  renal  failure, 
etc.  (Hiatt,  H.H.,  Protecting  the  Medical  Com- 
mons: Who  is  Responsible?,  NEJM  293(5): 
235-241, 1975),  and 

WHEREAS,  attempting  to  meet  the  requirements  of  Joint 
Commission  quality  assurance  standards  for 
medical  staff  and  other  departments  of  health 
care  organizations  consume  health  care 
resources  and  enormous  amounts  of  uncom- 
pensated physician  effort,  and 

WHEREAS,  there  is  a lack  of  objective  evidence  that  a hospi- 
tal with  a good  quality  assurance  program 
delivers  patient  care  that  a hospital  without  a 
quality  assurance  program  does.  (Accredita- 
tion Survey:  Nit-Picking  or  Quality  Seeking?, 
Hospital  and  Community  Psychiatry,  July, 
1988),  and 
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WHEREAS,  there  is  an  absence  of  any  clinically  evaluated 
standards  of  performance  in  the  biomedical 
literature  (JCAHO  Perspectives,  March-April, 
1988.),  and 

WHEREAS,  the  JCAHO  Agenda  for  Change,  a very  expen- 
sive pilot  study,  has  not  succeeded  in 
completing  clinical  validation  studies,  much 
less  any  tests  of  cost-effectiveness  for  quality 
assurance  industry  technology,  and 
WHEREAS,  the  JCAHO  is  an  organization  over  which 
physicians  should  exert  control,  and 
WHEREAS,  certain  behaviors  of  the  JCAHO  vis-a-vis 
quality  assurance  based  accreditation  stand- 
ards have  been  premature  and  as  such  are  not 
consistent  with  the  scientific  method  or  effi- 
cient, economic  allocation  of  health  care 
resources; 

THEREFORE,  BE  IT  RESOLVED,  the  South  Dakota  Medi- 
cal Association  declares  consensus  quality 
assurance  standards  as  preliminary  standards 
in  need  of  clinical  validation  studies  followed 
by  cost  effectiveness  analysis  before  being  im- 
plemented as  adequately  tested  JCAHO 
accreditation  standards,  and 

BE  IT  FURTHER  RESOLVED,  these  standards  should  not 
have  been  implemented  prior  to  cdmpletion  of 
pilot  studies  for  efficacy  and  cost  effectiveness 
analysis,  neither  of  which  have  as  of  this  time 
been  accomplished  for  any  quality  assurance 
standard,  and 

BE  IT  FURTHER  RESOLVED,  the  South  Dakota  Medical 
Association  cannot  condone  any  action  by  the 
JCAHO  to  dis-accredit  any  health  care  or- 
ganization on  the  basis  of  failure  to  meet  such 
prematurely  implemented  quality  assurance 
base  standards  as  these  are  in  aggregate,  and 
BE  IT  FURTHER  RESOLVED,  the  South  Dakota  Medical 
Association  requests  the  American  Medical 
Association  to  consider  adopting  a similar 
resolution  and  direct  the  American  Medical 
Association  members  of  the  JCAHO  to  act  ac- 
cordingly to  ameliorate  the  effects  of 
premature  implementation  of  a yet  unproven 
health  care  technology. 

Resolution  was  not  accepted  at  the  Second  House  of  Delegates 
meeting  but  was  referred  to  the  Commission  on  Scientific 
Medicine  as  recommended  by  the  Reference  Committee. 

Dr.  Schroeder  introduced  Resolution  #10  from  Dr.  Tom 
Dean  regarding  the  need  to  correct  physician  maldistribu- 
tion in  rural  areas.  This  was  referred  to  the  Reference 
Committee  on  Reports  of  Commissions  on  Medical  Service, 
Legislation  and  Governmental  Relations. 

Resolution  #10 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Tom  Dean,  MD 

Huron  District  Medical  Society 
SUBJECF:  Need  to  correct  physician  maldistribution  in 
rural  areas 

WHEREAS,  The  system  of  healthcare  in  rural  areas  is  in- 
creasingly unstable,  and 

WHEREAS,  it  is  increasingly  difficult  to  attract  physicians 
to  rural  and  underserved  areas,  and 
WHEREAS,  a disproportionate  number  of  physicians  are 
selecting  non-primary  care  specialties,  and 


WHEREAS,  medical  education  programs  at  both  under- 
graduate and  postgraduate  levels  have  not 
adequately  responded  to  the  crisis  in 
availability  of  primary  care  services  in  rural 
areas 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation request  the  American  Medical 
Association  evaluate  the  causes  and  develop 
appropriate  policy  recommendation  to  al- 
leviate the  geographic  maldistributions  of 
physicians  and  that  the  AMA  advise  education- 
al institutions  on  ways  to  increase  the  degree 
of  student  and  resident  interest  in  rural 
primary  care. 

Resolution  was  amended  by  the  Refeience  Committee  and 
adopted  as  amended  at  the  Second  House  of  Delegates  meet- 
ing. (See  the  minutes  from  the  Second  House.) 

Dr.  Reynolds  referred  Resolutions  #1,  #2,  and  #3  to  the 
Reference  Committee  on  Reports  of  Special  Committees  and 
Miscellaneous  Business 

Resolution  #1 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  South  Dakota  Society  of  Internal  Medicine 

SUBJECT:  Resolution  in  Support  of  the  Harvard  Relative 
Value  Study  and  Opposed  to  Geographic  and 
Regionally  Based  Disparity  in  Physician 
Reimbursement 

WHEREAS,  we  believe  the  geographic  or  regionally  based 
disparity  in  physician  reimbursement  is  based 
on  tradition  and  not  on  differences  in  quality 
of  care,  nor  in  differences  of  physician  train- 
ing, nor  in  differences  of  time  spent  with 
the  patient,  nor  in  a consistent  and  proven  dif- 
ference in  cost  to  practice;  and 
WHEREAS,  geographic  and  regionally  based  disparity  in 
physician  payment  will  only  serve  to  increase 
the  disparity  of  manpower  distribution  with 
regard  to  providing  care  to  underserved  areas; 
and 

WHEREAS,  the  premiums  or  cost  to  the  recipient  of 
Medicare  benefits  are  uniform  nationwide 
making  disparity  in  physician  payment  incon- 
sistent with  the  financing  of  the  program;  and 
WHEREAS,  the  Harvard  Resource  Based  Relative  Value 
Scale,  when  without  a geographic  conversion 
factor,  would  represent  a fair  and  scientific  ap- 
proach to  physician  reimbursement;  and 
WHEREAS,  the  implementation  of  the  Harvard  Resource 
Based  Relative  Value  Scale  without  a 
geographic  conversion  factor  would  serve  to  en- 
courage young  physicians  to  specialize  in 
primary  care  resolving  a potential  manpower 
shortage  problem  in  the  future  and  would  not 
penalize  them  for  doing  primary  care  in  an  un- 
derserved area; 

THEREFORE,  BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association/South  Dakota 
Society  of  Internal  Medicine  supports  the  Har- 
vard Resource  Based  Relative  Value  Scale 
without  a geographic  conversion  factor  as  a 
method  to  develop  physician  reimbursement 
policy. 

Resolution  #2 

TO:  House  of  Delegates 
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South  Dakota  State  Medical  Association 
FROM:  The  Council 

South  Dakota  State  Medical  Association 
SUBJECT:  Resolution  Opposing  Geographic  Disparity  in 
Physician  Reimbursement 

WHEREAS,  we  believe  the  geographic  or  regionally  based 
disparity  in  physician  reimbursement  is  based 
on  tradition  and  not  on  dilTerences  in  quality 
of  care,  nor  in  differences  of  physician  train- 
ing, nor  in  differences  of  time  spent  with 
the  patient,  nor  in  a consistent  and  proven  dif- 
ference in  cost  to  practice;  and 
WHEREAS,  geographic  and  regionally  based  disparity  in 
physician  payment  will  only  serve  to  increase 
the  disparity  of  manpower  distribution  with 
regard  to  providing  care  to  underserved  areas; 
and 

WHEREAS,  the  premiums  or  cost  to  the  recipient  of 
Medicare  benefits  are  uniform  nationwide 
making  disparity  in  physician  payment  incon- 
sistent with  the  financing  of  the  program;  and 
WHEREAS,  the  implementation  of  a reimbursement  system 
without  a geographic  conversion  factor  would 
serve  to  encourage  young  physicians  to  special- 
ize  in  primary  care  resolving  a 
potential  manpower  shortage  problem  in  the 
future  and  would  not  penalize  them  for  doing 
primary  care  in  an  underserved  area; 
THEREFORE,  BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  opposes  use  of  any 
geographic  conversion  factor  as  a method  to 
develop  physician  reimbursement 
policy. 

Resolution  #3 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  South  Dakota  Academy  of  Family  Physicians 

SUBJECT:  Resolution  in  Support  of  the  Harvard 
Resource  Based  Relative  Value  Scale 
WHEREAS,  we  believe  the  geographic  or  regionally  based 
disparity  in  physician  reimbursement  is  based 
on  tradition  and  not  on  differences  in  quality 
of  care,  nor  in  differences  of  physician  train- 
ing, nor  in  differences  of  time  .spent  with 
the  patient,  nor  in  a consistent  and  proven  dif- 
ference in  cost  to  practice;  and 
WHEREAS,  geographic  and  regional  based  disparity  in 
physician  payment  will  only  serve  to  increase 
the  disparity  of  manpower  distribution  with 
regard  to  providing  care  to  underserved  areas; 
and 

WHEREAS,  the  premiums  or  cost  to  the  recipient  of 
Medicare  benefits  are  uniform  nationwide 
making  disparity  in  physician  payment  incon- 
sistent with  the  financing  of  the  program;  and 
WHEREAS,  the  Harvard  Resource  Based  Relative  Value 
Scale,  when  without  a geographic  conversion 
factor  would  represent  a fair  and  scientific  ap- 
proach to  physician  reimbursement;  and 
WHEREAS,  the  implementation  of  the  Harvard  Resource 
Based  Relative  Value  Scale  without  a 
geographic  conversion  factor  would  serve  to  en- 
courage young  physicians  to  specialize  in 
primary  care  resolving  a potential  manpower 
shortage  problem  in  the  future  and  would  not 
penalize  them  for  doing  primary  care  in  an  un- 


derserved area;  and 

WHEREAS,  the  American  Medical  Association  is  in  support 
of  a modified  Harvard  Resource  Based  Rela- 
tive Value  Scale  as  a method  to  develop 
physician  reimbursement  policy; 
THEREFORE,  BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  supports  the  Har- 
vard Resource  Based  RelativeValue  Scale 
without  a geographic  conversion  factor  as  a 
method  to  develop  physician  reimbursement 
policy. 

Resolutions  #1,  2 and  3 were  combined  and  accepted  at  the 
Second  House  of  Delegates  Meeting.  (See  the  minutes  from  the 
Second  House). 

Dr.  Reynolds  referred  Resolution  #4  to  the  Reference 
Committee  on  Reports  of  the  Commissions  on  Scientific 
Medicine;  Internal  Affairs,  Communication  and  Liaison; 
and  Professional  Liability 

Resolution  #4 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Seventh  District  Medical  Society 

SUBJECT:  Organizational  Handbook  for  Members 
WHEREAS,  an  understanding  of  the  organization  and  ad- 
ministrative structure  of  the  SDSMA  is  helpful 
to  members  as  they  interact  with  the  Associa- 
tion, and 

WHEREAS,  an  understanding  of  the  operational  respon- 
sibilities of  the  Executive  Staff  of  the  SDSMA 
is  also  helpful  to  members  as  they  interact  with 
the  Association,  and 

WHEREAS,  members  frequently  do  not  understand  the  ad- 
ministrative structure  nor  the  responsibilities 
of  the  Executive  Staff  or  the  SDSMA,  and 
WHEREAS,  a greater  knowledge  and  understanding  of  these 
areas  should  result  in  increased  member  par- 
ticipation in  the  SDSMA  and  more  expeditious 
conduct  of  the  Association’s  business. 
THEREFORE,  BE  IT  RESOLVED,  that  the  Executive  Staff 
of  the  SDSMA  be  directed  to  prepare  an  or- 
ganizational handbook  for  members  to 
facilitate  an  understanding  of  the  administra- 
tive organization  and  operation  of  the  SDSMA, 
and 

BE  IT  FURTHER  RESOLVED,  that  this  document  be  incor- 
porated into  the  yearly  "Membership 
Directory"  so  as  to  be  readily  available  to  the 
members  and  updated  on  a yearly  basis. 
Resolution  was  adopted  at  the  Second  House  of  Delegates 
meeting. 

Dr.  Reynolds  then  referred  the  remaining  reports  to  the 
appropriate  reference  committees  for  review  and  recommen- 
dation. 

Dr.  Reynolds  asked  Mr.  Johnson,  the  Association  Chief 
Executive  Officer,  to  present  information  to  the  House  from 
the  Council.  Mr.  Johnson  reported  that  the  Council  had 
considered  the  concept  of  unified  membership  which  means 
that  a physician  would  have  to  be  a member  of  the  District, 
the  State  and  the  American  Medical  Associations;  he  could 
not  be  a member  at  only  one  or  two  levels.  He  asked  the 
House  members  to  discuss  this  concept  with  physicians  in 
their  districts  and  be  prepared  to  act  on  a proposal  for 
unified  membership  at  the  1990  Annual  Meeting. 
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Dr.  Reynolds  briefly  reviewed  the  ShareCare  Program 
and  indicated  that  approximately  75  percent  of  the 
physicians  in  South  Dakota  currently  participate  in  Share- 
Care.  He  encouraged  those  who  do  not  to  consider 
participation. 

Announcements  were  made  concerning  the  annual  meet- 
ing schedule  and  location  for  displays. 

There  being  no  further  business  the  meeting  adjourned 
at  9:40  am. 


MINUTES  OF  THE 

SECOND  HOUSE  OF  DELEGATES  MEETING 
10:00  a.m.  Washington  Room,  Ramkota  Inn 

Saturday,  June  10, 1989  Sioux  Falls,  SD 

The  meeting  was  called  to  order  at  10:00  am  by  James 
Reynolds,  MD,  Speaker  of  the  House.  Those  present  for  roll 
call  were  Drs.  Frank  Messner,  Michael  Pekas,  J.  A.  Eckrich, 
Jr,  M.  George  Thompson,  James  Reynolds,  Bruce  Lush- 
bough,  Durward  Lang,  Robert  L.  Ferrell,  Jay  Bachmayer, 
James  Larson,  C.D.  Monson,  Jeffrey  Hagen,  K.  Gene  Koob, 
Karl  Wegner,  Guy  Tam,  Lowell  Hyland,  C.  Roger  Stoltz, 
Richard  Porter,  Thomas  Krafka,  Richard  Renka,  James  En- 
gelbrecht,  Mary  Carpenter,  James  Hovland,  Marlin  Lamb, 
M.  C.  Thompson,  Roger  Carter,  Tad  Jacobs,  Gary  Bruning, 
Mark  Werpy,  Howard  Saylor,  Jack  Robbins,  Ray 
Birkenkamp,  John  Jones,  D.  G.  Ortmeier,  Loren  Tschetter, 
Robert  Raszkowski,  Robert  VanDemark,  Jr,  James  Ryan, 
Rodney  Parry,  Daniel  Kennelly,  Jerry  Simmons,  Robert  Tal- 
ley, Daniel  Heinemann,  Dennis  Johnson,  William  Fuller, 
Donald  Humphreys,  Frederick  Harris,  Charley  Gutch, 
Robert  Thompson,  William  Dendinger,  Julie  Stevens,  John 
Barlow,  N.R.  Whitney,  Russell  Harris,  Joseph  Hamm, 
Robert  Goodhope,  Craig  Hansen,  James  Rud,  Charlie  Hart, 
John  Malm,  Ben  Henderson  and  Kevin  BJordahl.  A quorum 
was  present  and  the  meeting  was  declared  competent  to 
proceed. 

Dr.  Koob  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  will  be 
published  and  distributed.  The  motion  was  seconded  and 
carried. 

Dr.  James  Larson  read  the  report  of  the  Nominating 
Committee. 

REPORT  OF  THE  NOMINATING  COMMITTEE 

The  Nominating  committee  submits  the  following  recom- 
mendations for  the  consideration  of  the  House  of  Delegates: 


ALTERNATE  COUNCILORS 
Aberdeen  District  #1 
Watertown  District  #1 
Pierre  District  #4 
Sioux  Falls,  District  #7 


Yankton  District  #8 
Black  Hills  District  #9 


3 year  terms 

James  Hovland,  MD 
Stephan  Gehring,  MD 
lliomas  Huber,  MD 
Daniel  Kennelly,  MD 
Loren  Tschetter,  MD 
Frank  Alvine,  MD 
David  Smith,  MD 
Craig  Hansen,  MD 
Stephen  Haas,  MD 


ANNUAL  MEETING  SITE 

1990  - Rapid  City,  SD,  May  31,  June  1,  2, 1990 

1991  - Sioux  Falls,  SD,  June  5-8, 1991 

1992  - Rapid  City,  SD,  June  3-6, 1992 

The  nominating  committee  instructed  the  staff  to  review 
the  facilities  available  in  Pierre  and  report  the  results  to  the 
1990  nominating  committee. 

Respectfully  submitted, 
NOMINATING  COMMITTEE 
James  Larson,  MD,  Chairman 
James  Hovland,  MD 
Curtis  Wait,  MD 
R.  J.  Zakahi,  MD 
Stephan  Schroeder,  MD 
Charles  Monson,  MD 
Jeffrey  Hagen,  MD 
Richard  Porter,  MD 
James  Engelbrecht,  MD 
Mary  Carpenter,  MD 
Kevin  BJordahl,  MD 
There  being  no  nominations  from  the  floor,  a motion  was 
made  that  the  report  of  the  Nominating  Committee  be  ap- 
proved. The  motion  was  seconded  and  carried. 

Paul  Jensen  announced  the  results  of  the  sporting  clays 
trap  shoot  held  on  Friday,  June  9. 

Lorin  Pankratz  announced  the  results  of  the  golf  tourna- 
ment held  on  Friday,  June  9. 

Dr.  Dale  Gunderson  announced  the  results  of  the  5K  run 
held  on  Friday,  June  9. 

Dr.  James  Davis,  President  of  the  American  Medical  As- 
sociation, discussed  some  of  the  current  issues  facing 
physicians  today  and  the  importance  of  unity  in  the  profes- 
sion-physicians must  stand  together. 

Dr.  Bachmayer  read  the  Report  of  the  Reference  Commit- 
tee on  Credentials,  Resolutions  and  Memorials  and  Reports 
of  Officers  and  Councilors. 


OFFICERS 

J.  A.  Eckrich,  Jr,  MD 
Richard  Porter,  MD 
James  Reynolds,  MD 

Jay  Bachmayer,  MD 
James  Larson,  MD 
Phillip  Hoffsten,  MD 
K.  Gene  Koob,  MD 
Rodney  Parry,  MD 
Robert  Raszkowski,  MD 
Duane  Reaney,  MD 
James  Jackson,  MD 
James  Engelbrecht,  MD 

C.  Roger  Stoltz,  MD 

Stephan  Schroeder,  MD 


REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
CREDENTIALS,  RESOLUTIONS  AND  MEMORIALS 
AND  REPORTS  OF  OFFICERS  AND  COUNCILORS 

The  following  delegates,  alternate  delegates,  officers  and 
councilors  of  the  South  Dakota  State  Medical  Association 
were  present:  Drs.  Frank  Messner,  Michael  Pekas,  J.  A. 
Eckrich,  Jr,  James  Reynolds,  Bruce  Lushbough,  Durward 
Lang,  Robert  Ferrell,  Jay  Bachmayer,  James  Larson,  Curtis 
Wait,  Stephan  Schroeder,  C.D.  Monson,  Jeffrey  Hagen,  K. 
Gene  Koob,  Karl  Wegner,  Guy  Tam,  Lowell  Hyland,  Richard 
Porter, Thomas  Krafka,  Richard  Renka,  James  Engelbrecht, 
Mary  Carpenter,  James  Hovland,  Marlin  Lamb,  M.C. 
Thompson,  Roger  Carter,  Tad  Jacobs,  Gary  Bruning,  Mark 
Werpy,  R.  J.  Zakahi,  Howard  Saylor,  Jack  Robbins,  Robert 
McWhirter,  Ray  Birkenkamp,  John  Jones,  D.  G.  Ortmeier, 
Loren  Tschetter,  Robert  Raszkowski,  Robert  VanDemark, 
Jr,  Charley  Gutch,  James  Ryan,  Daniel  Kennelly,  Jerry  Sim- 
mons, Robert  Talley,  Daniel  Heinemann,  Dennis  Johnson, 


President-Elect 
Vice  President 
Speaker  of  the  House 
COUNCILORS  - 3 year  term 
Aberdeen  District  #1 
Watertown  District  #2 
Pierre  District  #4 
Sioux  Falls  District  #1 


Yankton  District  #8 
Black  Hills  District  #9 

COUNCILOR  - 2 year  term 
Sioux  Falls,  District  #7 
COUNCILOR  - 1 year  term 
Huron  District  #5 
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Donald  Humphreys,  John  Barker,  Frederick  Harris,  Robert 
Thompson,  Larry  Meyer,  Julie  Stevens,  John  Barlow, 
Stephen  Haas,  N.  R.  Whitney,  Russell  Harris,  Joseph 
Hamm,  Robert  Goodhope,  Craig  Hansen,  James  Rud,  Char- 
les Hart,  Ben  Henderson  and  Kevin  Bjordahl. 

A quorum  was  present  for  the  meeting  of  the  House  of 
Delegates.  Total  registration  for  the  convention  is  265,  in- 
cluding 137  physicians,  5 guests,  63  Auxiliary  members  and 
60  sponsors. 

The  Reference  Committee  reviewed  the  reports  of  the  of- 
ficers and  councilors  and  recommends  they  be  accepted  as 
submitted. 

The  committee  submits  the  following  resolution  for  the 
consideration  of  the  House  of  Delegates: 

WHEREAS,  The  Sioux  Falls  District  Medical  Society,  the 
Sioux  Falls  District  Auxiliary  and  the  Yankton 
District  Auxiliary  members  have  been  so 
thorough  in  making  arrangements  for  the  suc- 
cess of  the  combined  meeting  of  our  Annual 
Meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation give  its  voice  in  appreciation  and 
thanks  to  the  local  physicians  in  the  Sioux  Falls 
District  and  the  members  of  the  Sioux  Falls 
District  Auxiliary  and  the  Yankton  District 
Auxiliary. 

WHEREAS,  the  management  of  the  Ramkota  Inn  has  been 
so  cooperative  in  providing  facilities  for  the 
success  of  the  Annual  Meeting  of  the  South 
Dakota  State  Medical  Association, 

BE  FT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  and  appreciation  to 
the  Ramkota  Inn. 

WHEREAS,  The  Sioux  Falls  Argus  Leader,  KELO-TV, 
KDLT-TV,  KSFY-TV,  and  KELO,  KSOO,  and 
KXRB  radio  have  been  most  cooperative  in 
presenting  the  public  news  of  the  Annual  Meet- 
ing of  the  South  Dakota  State  Medical 
Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  to  the  Sioux  Falls 
Argus  Leader,  KELO-TV,  KDLT-TV,  KSFY- 
TV,  and  KELO,  KSOO  and  KXRB  radio. 
WHEREAS,  Minnehaha  Country  Club  has  been  most 
cooperative  in  providing  facilities  for  the  golf 
tournament  on  Friday, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  and  appreciation  to 
Minnehaha  Country  Club. 

WHEREAS,  Valley  West  Trap  and  Sporting  Clays  Range  has 
been  most  cooperative  in  providing  facilities 
for  the  sporting  clays  shoot  on  Friday, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  to  Valley  West  Trap 
and  Sporting  Clays  Range. 

WHEREAS,  The  Williams  Insurance  Agency  sponsored  the 
physicians’  social  hour  and  dinner  and  the 
Westward  Ho  Country  Club  provided  the 
facility  for  this  event, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  to  the  Williams 
Insurance  Agency  and  the  Westward  Ho 
Country  Club. 

WHEREAS,  Heartland  Ranch  has  been  most  cooperative  in 


providing  facilities  for  the  AMA-ERF  Benefit 
night, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  and  appreciation  to 
Heartland  Ranch. 

BE  IT  RESOLVED,  that  $100  be  donated  to  the  South 
Dakota  Medical  School  Endowment  Associa- 
tion in  memory  of  each  of  the  following 
physicians  who  died  during  the  past  year: 
Calvin  Kershner,  MD 
Wayne  Shaw,  MD 
Vikentijs  Norgello,  MD 
Robert  Rieth,  MD 
Gerrit  Bloemendaal,  MD 
David  Buchanan,  MD 

RESOLVED,  that  the  South  Dakota  State  Medical  Associa- 
tion extend  its  thanks  to  all  the  sponsors  for 
their  support. 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON  CREDENTIALS, 
RESOLUTIONS  AND  REPORTS  OF  OFFICERS 

AND  COUNCILORS 
Jay  Bachmayer,  MD,  Chairman 
Robert  Raszkowski,  MD 

Dr.  Bachmayer  moved  acceptance  of  this  report.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Robert  VanDemark,  Jr,  MD,  read  the  report  of  the 
Reference  Committee  on  Reports  of  the  Commission  on 
Medical  Service  and  the  Commission  on  Legislation  and 
Governmental  Relations. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  THE  COMMISSION  ON  MEDICAL 
SERVICE  AND  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  Reference  Committee  reviewed  and  recommended 
adoption  of  Resolutions  #5,  #6  and  #8.  Regarding  Resolu- 
tion #6,  Reviewing  the  Causes  for  Increased  Cost  of  Health 
Care,  the  Committee  recommended  that  a report  be  sub- 
mitted within  six  months  to  the  Council. 

The  Reference  Committee  carefully  reviewed  the  report 
of  the  Commission  on  Legislation  and  Governmental  Rela- 
tions and  recommends  acceptance  of  this  report.  The 
Reference  Committee  urges  all  physicians  in  South  Dakota 
to  become  involved  with  the  legislative  process. 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Medical  Service  and  recommended  accep- 
tance of  this  report. 

The  Reference  Committee  reviewed  and  recommended 
adoption  of  Resolution  #10  as  amended: 

Resolution  #10 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Tom  Dean,  MD 

Huron  District  Medical  Society 
SUBJECT:  Need  to  correct  physician  maldistribution  in 
rural  areas 

WHEREAS,  the  system  of  healthcare  in  rural  areas  is  in- 
creasingly unstable,  and 

WHEREAS,  it  is  increasingly  difficult  to  attract  physicians 
to  rural  and  underserved  areas,  and 
WHEREAS,  a disproportionate  number  of  physicians  are 
selecting  nonprimaiy  care  specialties,  and 
WHEREAS,  medical  education  programs  at  both  under- 
graduate and  postgraduate  levels  have  not 
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adequately  responded  to  the  crisis  in 
availability  of  primary  care  services  in  rural 
areas, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation request  that  the  American  Medical 
Association  evaluate  the  causes  and  develop 
appropriate  policy  recommendation  to  al- 
leviate the  geographic  maldistribution  of 
physicians  and  that  the  AMA  advise  education- 
al institutions  on  ways  to  increase  the  degree 
of  student  and  resident  interest  in  rural 
primary  care,  and 

RESOLVED,  that  the  tuition  waiver  program  for  medically 
underserved  areas  be  reconsidered  and  ask  the 
South  Dakota  Medical  School  for  their  input 
and  response  to  this  program. 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON  REPORTS  OF 
THE  COMMISSION  ON  MEDICAL  SERVICE 
AND  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 
Robert  VanDemark,  Jr,  MD,  Chairman 
Mark  Werpy,  MD 
Marlin  Lamb,  MD 

Dr.  VanDemark  moved  the  acceptance  of  this  report.  The 
motion  was  seconded  and  carried. 

Dr.  K.  Gene  Koob  read  the  report  of  the  Reference  Com- 
mittee on  Reports  of  the  Commission  on  Scientific  Medicine, 
Internal  Affairs,  and  Communications  and  Liaison;  and 
Professional  Liability. 


REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  THE  COMMISSIONS  ON 
SCIENTIFIC  MEDICINE,  INTERNAL  AFFAIRS, 
COMMUNICATION  AND  LIAISON, 

AND  PROESSIONAL  LIABILITY 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Scientific  Medicine.  The  Reference  Com- 
mittee recommends  acceptance  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Internal  Affairs,  Communication  and 
Liaison.  The  Reference  Committee  recommends  acceptance 
of  this  report.  The  Reference  Committee  took  note  of  the 
Health  Career  Grant  Fund  Financial  Report  and  suggests 
the  Council  consider  joining  with  the  Endowment  for  invest- 
ment purposes  and  also  recommends  increasing  the 
amounts  of  the  grants.  The  Reference  Committee  recom- 
mends acceptance  of  the  proposed  budget  for  the  fiscal  year 
1989-90. 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Professional  Liability  with  specific  note 
made  of  the  Commission’s  concern  for  protection  of  retire- 
ment funds  from  malpractice  and  bankruptcy  claims.  The 
Reference  Committee  recommends  acceptance  of  this 
report. 

The  Reference  Committee  reviewed  Resolution  #4,  in 
which  the  executive  staff  of  the  SDSMA  is  directed  to  prepare 
an  organizational  handbook  for  members.  The  Reference 
Committee  recommends  acceptance  of  this  Resolution. 

The  Reference  Committee  reviewed  Resolution  #7, 
drafted  by  Dr.  Robert  Goodhope.  The  Reference  Committee 
does  not  recommend  acceptance  of  this  Resolution  but 
recommends  the  Council  direct  the  information  supplied  by 
Dr.  Goodhope  to  the  appropriate  committee/commission  to 


evaluate  JCAHO’s  accreditation  standards  and  specifically, 
the  quality  assurance  aspect  of  these. 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON  REPORTS  OF 
THE  COMMISSIONS  ON  SCIENTIFIC  MEDICINE, 
INTERNAL  AFFAIRS,  COMMUNICATIONS 
AND  LIAISON,  AND  PROFESSIONAL  LIABILITY 
K.  Gene  Koob,  MD,  Chairman 
Tad  Jacobs,  MD 

Dr.  Koob  moved  the  acceptance  of  this  report.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Lowell  Hyland  read  the  Reports  of  the  Reference 
Committee  on  Reports  of  Special  Committees  and  Miscel- 
laneous Business. 

REPORTS  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 

The  Reference  Committee  has  reviewed  and  recommends 
acceptance  of  reports  from  the  Committee  for  Continuing 
Medical  Education,  the  Grievance  Commission,  the  South 
Dakota  Political  Action  Committee,  the  Board  of  Directors 
of  the  South  Dakota  Medical  School  Endowment  Associa- 
tion, the  Physicians’  HELP  Committee,  the  Medical-Legal 
Committee,  the  Archives  and  History  Commission  and  the 
AIDS  Task  Force. 

The  Reference  Committee  reviewed  Resolution  #9 
regarding  Expenditure  Targets  for  Medicare  and  recom- 
mends adoption  of  this  resolution  and  submission  to  the 
American  Medical  Association  House  of  Delegates. 

The  Reference  Committee  reviewed  Resolutions  #1,  #2, 
and  #3  and  recommends  adoption  of  the  following  combined 
resolution  with  submission  to  tbe  American  Medical  As- 
sociation House  of  Delegates. 

Combined  Resolutions  #1,  2 and  3 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  South  Dakota  Society  of  Internal  Medicine 

South  Dakota  Academy  of  Family  Physicians 
SUBJECT:  Resolution  opposing  geographic  disparity  in 
physician  reimbursement  in  support  of  a 
modified  Harvard  Resource  Based  Relative 
Value  Scale 

WHEREAS,  we  believe  the  geographic  or  regionally  based 
disparity  in  physician  reimbursement  is  based 
on  tradition  and  not  on  differences  in  quality 
of  care,  nor  in  differences  of  physician  train- 
ing, nor  in  differences  of  time  spent  with  the 
patient,  nor  in  a consistent  and  proven  dif- 
ference in  cost  to  practice;  and 
WHEREAS,  geographic  and  regional  based  disparity  in 
physician  payment  will  only  serve  to  increase 
the  disparity  of  manpower  distribution  with 
regard  to  providing  care  to  underserved  areas; 
and 

WHEREAS,  the  premiums  or  cost  to  the  recipient  of 
Medicare  benefits  are  uniform  nationwide 
making  disparity  in  physician  payment  incon- 
sistent with  the  financing  of  the  programs;  and 
WHEREAS,  a modified  Harvard  Resource  Based  Relative 
Value  Scale,  when  without  a geographic  conver- 
sion factor  would  represent  a fair  and  scientific 
approach  to  physician  reimbursement;  and 
WHEREAS,  the  implementation  of  a modified  Harvard 
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Resouce  Based  Relative  Value  Scale  without  a 
geographic  conversion  factor  would  serve  to  en- 
courage young  physicians  to  specialize  in 
primary  care  resolving  a potential  manpower 
shortage  problem  in  the  future  and  would  not 
penalize  them  for  doing  primary  care  in  an  un- 
derserved area;  and 

WHEREAS,  the  American  Medical  Association  is  in  support 
of  a modified  Harvard  Resource  Based  Rela- 
tive Value  Scale  as  a method  to  develop 
physician  reimbursement  policy; 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  opposes  use  of  any  geographic  con- 
version factor  as  a method  to  develop  physician 
reimbursement  policy;  and 

FURTHER,  BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  support  a modified  Har- 
vard Resource  Based  Relative  Value  Scale 
without  a geographic  conversion  factor  as  a 
method  to  develop  physician  reimbursement 
policy. 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 
Lowell  Hyland,  MD,  Chairman 
John  Jones,  MD 
Craig  Hansen,  MD 

Dr.  Hyland  moved  the  acceptance  of  this  report.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Michael  Pekas  was  installed  as  president  of  the  South 
Dakota  State  Medical  Association  and  briefly  addressed  the 
House  of  Delegates. 

Following  introduction  of  the  new  officers  to  the  House  of 
Delegates,  the  meeting  adjourned  at  11:00  am. 

PRESIDENTIAL  OATH  OF  OFFICE 

I SOLEMNLY  SWEAR  THAT  I shall  carry  out  the  duties 
of  the  President  of  the  South  Dakota  State  Medical  Associa- 
tion to  the  best  of  my  ability.  I shall  strive  constantly  to 
maintain  the  ethics  of  the  medical  profession  and  to  promote 
the  public  health  and  welfare.  I shall  dedicate  myself  and 
my  office  to  improving  health  standards  and  to  the  task  of 
bringing  increasingly  improved  medical  care  to  the  people 
of  South  Dakota.  I shall  uphold  the  Constitution  and  Bylaws 
of  the  AMA  and  the  South  Dakota  State  Medical  Associa- 
tion. I shall  champion  the  cause  of  freedom  in  medical 
practice  and  freedom  for  all  my  fellow  Americans. 

I do  solemnly  swear  that  I will  discharge  the  duties  of  this 
office  to  the  best  of  my  ability,  so  help  me  God. 


REPORT  OF  THE  PRESIDENT  AND  CHAIRMAN  OF 
THE  EXECUTIVE  COMMISSION 

It  has  been  a privilege  and  a pleasure  to  serve  as  presi- 
dent of  the  South  Dakota  State  Medical  Association  during 
1988-89.  I have  attended  and  participated  in  all  of  the  Ex- 
ecutive Commission  and  Council  meetings  during  the  past 
year. 

Along  with  AMA  delegate  Bruce  Lushbough,  Alternate 
Delegate  Durward  Lang,  and  Executive  Secretary  Bob 
Johnson,  I attended  and  participated  in  the  Annual  and  In- 
terim AMA  meetings.  I found  these  meetings  to  be  highly 
democratic  and  enjoyable  to  watch  the  political  process  of 


American  medicine.  Dr.  Lushbough  and  Dr.  Lang  show 
great  knowledge  and  enthusiasm  and  understanding  of  this 
process  and  I know  we  are  well  represented  at  the  national 
level.  I also  attended  the  annual  North  Central  Medical 
Conference  in  Minneapolis.  The  main  topic  at  both  nation- 
al meetings  and  the  North  Central  Medical  Conference  was 
discussion  on  the  RVS  Medicare  reimbursement  system. 
This  topic  has  generated  a considerable  amount  of  con- 
troversy, which  apparently  continues  at  this  time,  and  I 
would  suspect  additional  difficulty  and  controversy  will  con- 
tinue to  exist  for  a considerable  period  of  time.  I only  hope 
that  this  does  not  totally  divide  or  fragment  medicine  into 
organizations  that  are  no  longer  cohesive  or  politically  effec- 
tive. 

As  president,  I accompanied  Bob  Johnson  to  all  of  the  dis- 
trict meetings  and  found  these  very  enjoyable  and  felt  the 
exchange  beneficial  for  both  the  districts  and  the  South 
Dakota  State  Medical  Association. 

During  this  year  the  voluntary  Medicare  Assignment 
program  which  was  started  by  Dr.  Ferrell,  expanded  to  in- 
clude virtually  the  entire  state  and  from  all  reports  is  quite 
successful  in  helping  the  elderly  with  limited  resources.  I 
would  also  extend  my  thanks  to  Jacquelyn  Gunnarson,  presi- 
dent of  the  South  Dakota  State  Medical  Association 
Auxiliary,  for  her  devotion  and  a Job  well  done.  I also  wish 
to  thank  Bob  Johnson  and  the  entire  staff  of  the  State  Medi- 
cal Association  office,  which  has  been  extremely  helpful 
throughout  the  entire  year. 

Respectfully  submitted, 
Frank  Messner,  MD 
President  and  Chairman, 
Executive  Commission 


THENEWCHEMPRiTiiOO. 
BLOOD  ANALYSIS, SIMPlIflED. 


The  ChemPro  500  gives  you  precise  and  accurate 
results  from  whole  blood  in  seconds. 


So  you  get  answers  when  you  need  them-while  your 
patient  is  in  the  office. 

Electrolyte  Profile  (K"^,  Na'*’,  CP,  pH) 

Ion  Profile  (K'*’,  Na^,  Ca^  pH) 

Potassium,  BUN/Glucose,  HgB/Hct 

Glucose/Potassium,  Glucose,  BUN 
To  Learn  more  about  the  ChemPro  5(X)  system  or  to 
see  a demonstration  contact: 


KREISERS  INC. 


1 220  S.  Minnesota  Ave.  1723  Geneva  219  Omaha  St.  1 724  8th  Ave.  M. 

Sioux  falls.  SO  Sioux  Oty.  Iowa  R^)td  City,  SO  Billings.  MT 

605/336-1155  712/252-0505  6C5/342-2773  406/252-9309 
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The  Reference  Committee  reviewed  the  report  of  the  President 
and  Chainnan  of  the  Executive  Commission  and  recom- 
mended it  be  accepted  as  submitted. 

REPORT  OF  THE  PRESIDENT  ELECT 

As  President  Elect,  I have  attended  all  of  the  meetings  of 
the  Council  of  the  South  Dakota  State  Medical  Association 
and  those  of  the  Executive  Commission.  I also  attended  the 
spring  AMA  meeting  in  Chicago,  June,  1988,  and  the  meet- 
ing of  the  North  Central  Conference  held  in  November,  1988, 
in  Minneapolis,  Minnesota.  I have  also  served  in  an  ad  hoc 
position  per  request  of  the  president  of  the  State  Medical 
Association,  Dr.  Frank  Messner,  and  Robert  D.  Johnson, 
Chief  Executive  Officer  of  the  State  Medical  Association, 
over  the  past  year. 

I would  like  to  congratulate  the  president  of  the  State 
Medical  Association,  Dr.  Messner,  Mr.  Robert  Johnson, 
Chief  Executive  Officer,  and  the  staff  of  the  State  Medical 
Association,  the  Council  of  the  State  Medical  Association 
and  the  standing  and  ad  hoc  committees  of  the  State  Medi- 
cal Association  for  a productive  and  successful  year. 

I am  looking  forward  to  next  year  as  president  of  the  State 
Medical  Association.  I will  do  my  best  in  this  office  to  serve 
the  membership  of  our  organization  and  would  like  to  thank 
the  membership  of  the  State  Medical  Association  for  allow- 
ing me  to  serve  in  the  office  of  President  Elect. 

Respectfully  submitted, 
Michael  W.  Pekas,  MD 
President  Elect 

The  Reference  Committee  reviewed  the  report  of  the  President 
Elect  and  recommended  it  be  accepted  as  submitted 


REPORT  OF  IHE  VICE  PRESIDENT 

As  Vice  President  of  the  Association,  I have  assisted  the 
Council,  President,  and  staff  of  the  Medical  Association, 
which  included  attending  and  participating  in  the  Council 
and  Executive  Commission  meetings.  Our  activities  this 
year  have  included  consideration  of  legislation  which  would 
impact  on  the  practice  of  medicine  in  South  Dakota,  and  we 
have  also  been  involved  in  various  discussions  concerning 
the  medical  school  and  its  continued  funding  and  activities. 

1 would  like  to  express  my  appreciation  to  the  member- 
ship for  allowing  me  to  serve  in  the  capacity  of  Vice  President 
of  your  organization  over  the  past  one  year. 

Respectfully  submitted, 
J.  A.  Eckrich,  MD 
Vice  President 

The  Reference  Committee  reviewed  the  report  of  the  Vice  Presi- 
dent and  recommended  it  be  accepted  as  submitted. 


REPORT  OF  THE  SECRETARY-TREASURER 

Again,  I would  like  to  thank  the  South  Dakota  Medical 
Association  for  the  opportunity  to  represent  them  on  the  Ex- 
ecutive Board.  All  meetings  have  been  attended  by  this 
officer  and  hopefully  some  positive  input  has  been  offered. 
The  struck  to  defend  medicine  continues  and  all  sugges- 
tions are  welcomed  by  the  Council. 

Respectfully  submitted, 
M.  Geoi^e  Thompson,  DO 
Secretary-Treasurer 

The  Reference  Committee  reviewed  the  report  of  the  Secietary- 
Treasurer  and  recommended  it  be  accepted  as  submitted. 


The 

Dodson 

Plan 

A proven  way  to  save  on 
the  cost  of  your  workers' 
compensation  insurance 
premium! 


South  Dakota  State  Medical 
Association  received  a 10% 
dividend  in  1988! 

Although  there  ore  no  guarantees 
that  you  will  earn  a dividend  each 
year,  SDSMA  members  have  earned 
a return  of  premium  every  year 
since  1976!  Dividends  now  average 
27.39%  per  year . . . 

Our  Plan  can  work  for  you,  too! 

1-800-825-3760 

Ext.  2990 


underwritten  Casualty  Reciprocal  Exchange,  member 


Dodson  Group  • 9201  State  Line  Road  • Kansas  City,  MO  641 14 
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BECOME  A "SPONSORING"  MEMBER 

OF  THE 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

You  can  be  a "Sponsor”  by  contributing  $100  or 
MORE  in  a calendar  year  to  the  Endowment 
Association. 

Your  contributions  may  be  tax  deductible  and 
the  money  is  very  much  needed  to  make  low 
interest  (6%)  loans  to  medical  students  who  are 
attending  the  University  of  South  Dakota 
School  of  Medicine. 

In  the  last  few  years  the  number  of  loans 
granted  by  the  Association  has  increased  to 
nearly  80  annually  and  the  total  amount  loaned 
annually  has  increased  from  $25,000  to  $60,000. 

This  is  a substantial  increase  which  means  we 
need  more  contributions. 


WON’T  YOU  PLEASE  HELP? 

Send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL 

It  again  has  been  a privilege  to  chair  the  Council  of  the 
South  Dakota  State  Medical  Association  at  their  regularly 
scheduled  meetings  held  in  1988-89. 

However,  before  I set  forth  a synopsis  of  the  proceedings 
of  the  Council  over  the  last  year,  I would  like  to  take  this  mo- 
ment, on  behalf  of  the  Council  and  myself,  to  offer 
condolences  to  the  family  of  Dr.  David  Buchanan.  Dr. 
Buchanan  was  an  extremely  effective  member  of  the  Coun- 
cil whose  skills,  understanding,  and  highly  intellectual 
appraisal  of  matters  before  the  Council  will  be  sorely 
missed!  The  Council  as  a whole,  and  each  of  us  individual- 
ly, benefited  greatly  from  his  presence.  It  was  an  honor  to 
have  served  with  him. 

The  first  Council  meeting  was  held  Thursday,  June  2, 
1988.  Highlights  were  as  follows: 

Lorin  Pankratz  updated  the  Council  on  the  senior  citizen 
project  and  indicated  that  the  project  will  begin  in  several 
communities  in  South  Dakota  with  the  issuance  of  ID  cards 
during  July  of  1988. 

Appointments  were  made  to  the  SoDaPAC  Board  of  Direc- 
tors and  the  South  Dakota  Medical  School  Endowment 
Association  for  the  coming  year. 

The  Council  considered  the  request  for  South  Dakota 
Psychiatric  Association  to  include  "psychiatric  notes"  with 
the  mailing  of  a grab  bag  on  a quarterly  basis.  After  discus- 
sion, the  Council  encouraged  the  Psychiatric  Association  to 
purchase  a page  in  the  Journal  for  dissemination  of  infor- 
mation. 

The  name  of  David  Bean,  MD  was  submitted  to  the  Gover- 
nor for  consideration  of  appointment  to  the  Mental  Health 
Advisory  Committee. 

A discussion  concerning  the  "medically  unnecessary"  let- 
ters received  by  Medicare  patients  from  HCFA  was  held  and 
a resolution  was  submitted  to  the  North  Central  Conference 
to  seek  a solution  to  this  problem  and  eventually  have  the 
House  of  Delegates  of  the  American  Medical  Association  act 
upon  it. 

The  second  Council  meeting  was  held  on  Saturday,  June 

4. 1988. 

New  councilors  were  introduced  to  the  Council  including 
Richard  Renka,  MD,  from  District  Nine;  Mary  Carpenter, 
MD,  from  District  Ten;  and  Ben  Chaska,  MD,  from  District 
Twelve. 

Dr.  Talley  provided  information  on  the  medical  school  for 
the  councilor’s  information.  This  included  the  funding  for 
the  residency  programs  and  the  request  for  input  from  the 
Council  as  to  ways  to  continue  funding  the  program. 

Dr.  Robert  Raszkowski  was  recommended  for  appoint- 
ment to  the  ACCME  Committee. 

A motion  was  made  to  have  the  State  Medical  Association 
actively  pursue  increasing  funding  for  the  Medicaid 
Program  and  increasing  the  physician’s  allowable  charges. 
This  was  seconded  and  carried. 

Mr.  Johnson  reported  the  case  of  Lyons  vs.  Lederle 
Laboratories,  which  will  test  the  constitutionality  of  South 
Dakota  Statute  of  Limitation  for  minors  and  ask  the  State 
Association  to  participate  as  an  amicus  curiae  - this  was  ap- 
proved. 

The  third  Council  meeting  was  held  Friday,  September 

23. 1988,  in  Sioux  Falls,  South  Dakota.  Highlights  are  as  fol- 
lows: 

Dr.  C.  Roger  Stoltz  was  introduced  as  a new  councilor 


from  District  Seven. 

The  Council  was  updated  in  regard  to  the  actions  of  the 
SoDaPAC  Board  of  Directors. 

Dr.  Bean  reported  to  the  Council  regarding  proposed 
legislation  to  reorganize  agencies  under  the  administration 
of  the  South  Dakota  Board  of  Charities  and  Corrections.  It 
was  recommended  that  the  Office  of  Human  Services  should 
be  directed  by  a physician  wbo  bas  significant  expertise  in 
the  diagnosis,  treatment,  and  administration  of  clinical 
programs  for  the  mentally  ill  persons,  developmentally  dis- 
abled persons,  and  persons  experiencing  drug/alcohol 
problems. 

Dr.  Buchanan  reported  to  the  Council  on  the  meeting  that 
he  and  Dr.  Reynolds,  Robert  Johnson,  and  clinic  personnel 
attended  with  Medicare  representatives  in  Fargo  on 
September  7.  This  meeting  was  recognized  as  opening 
dialogue  between  physicians  and  a 
Medicare  carrier;  however,  the  carrier  was  unable  to  make 
any  changes  in  the  present  process.  A discussion  was  held 
concerning  the  appeal  process.  The  Medical  Association 
moved  to  prepare  a packet  outlining  steps  to  be  used  in  ap- 
pealing to  Medicare  and  provide  this  to  the  membership. 

The  Community  Health  Advisory  Board  retommended 
that  Dr.  Gerald  Tracy  be  appointed  to  the  Community 
Health  Advisory  Board.  The  motion  was  seconded  and  car- 
ried. 

Dean  Robert  Talley  reported  to  the  Council  regarding  the 
Medical  School.  Dr.  Talley  indicated  that  funding  continued 
to  be  a major  concern  of  the  Medical  School.  Dr.  Earl  Kemp, 
Director  of  the  Family  Practice  Residency  Program,  also 
spoke  to  the  Council  regarding  their  budget. 

The  statewide  nursing  project  was  also  discussed.  Dr. 


Family  Practice  - 
Hospital  Sponsored  Clinic 
Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is  seeking 
TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The 
administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed 
clinic.  The  hospital  has  committed  to  an 
income  and  benefit  package  which  is 
significantly  higher  than  similar 
opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan 
reduction/forgiveness  program.  All 
relocation  costs  will  be  borne  by  the  hospital. 
Please  contact: 

Dan  McCormick,  President 
Allen  McCormick 
France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 
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Lushbough  moved  to  accept  the  Commission’s  recommen- 
dation to  continue  the  South  Dakota  State  Medical 
Association’s  present  policy  with  regard  to  all  four  levels  of 
nursing  in  South  Dakota. 

The  fourth  Council  meeting  was  held  November  18,  in 
Pierre,  South  Dakota.  Highlights  are  as  follows: 

Dr.  James  Engelbrecht,  was  seated  as  councilor  for  the 
Ninth  District. 

Discussion  was  held  regarding  three  levels  of  licensure 
proposed  by  the  Department  of  Health  Task  Force  for  licen- 
sure of  air  ambulance.  A motion  was  made,  seconded,  and 
passed  to  support  legislation  to  require  regulation  of  air  am- 
bulance. 

Considerable  discussion  was  held  concerning  a proposal 
to  provide  health  insurance  for  uninsurables  due  to  pre-ex- 
isting conditions.  The  Commission  on  Legislation 
recommended  to  the  Council  that  the  South  Dakota  State 
Medical  Association  take  no  position  on  this  issue,  and  that 
there  be  further  study  regarding  the  cost  of  such  plan.  A 
motion  was  made,  seconded,  and  passed  to  support  the 
recommendation  of  the  Commission  on  Legislation  with  a 
stipulation  that  if  such  legislation  is  introduced,  the  South 
Dakota  State  Medical  Association  lobby  is  to  provide  tes- 
timony to  the  legislature  stating  the  premise  that  a broad 
base  rather  than  a select  group  would  be  required  to  cover 
the  premiums  for  these  uninsurable  people. 

Treatment  of  minor  patients  without  parental  consent  - 
A motion  was  made,  seconded,  and  passed  to  support  the 
recommendation  of  the  Commission  that  the  South  Dakota 
State  Medical  Association  sponsor  legislation  to  permit  only 
the  prescribing  of  contraceptives  to  minors  without  paren- 
tal consent.  The  Board  of  Medical  and  Osteopathic 
Examiners  presented  legislation  amending  the  South 
Dakota  Codified  Law  with  four  new  paragraphs,  defining 
acts  considered  unprofessional  conduct  - moved,  seconded, 
and  passed  that  the  State  Medical  Association  report  this. 

Much  discussion  was  held  concerning  the  new  birth  vital 
statistics  form.  It  was  moved  that  a copy  of  the  new  form  be 
provided  to  the  Council  at  their  April  meeting,  and  this  mo- 
tion carried. 

A discussion  was  also  held  concerning  a letter  received 
from  North  Dakota  Blue  Shield  regarding  "medically  un- 
necessary" letters.  It  was  felt  that  a few  changes  had  been 
made  and  further  need  for  a continuing  change  of  informa- 
tion was  necessary. 

A lengthy  discussion  regarding  the  Family  Practice 
Residency  Program  at  the  University  of  South  Dakota  Medi- 
cal School  was  carried  out  and  a motion  was  made  to  support 
the  agreement  as  proposed  providing  the  Family  Practice 
Center  Board  and  the  two  Sioux  Falls  Hospitals  concur. 

I would  like  to  personally  thank  each  and  every  member 
of  the  Council.  Your  deep  commitment  of  both  time  and 
resources  in  resolving  the  challenging  issues  that  have  come 
before  the  Council  insures  the  continuation  of  outstanding 
medical  care  that  is  presently  practiced  in  the  state  of  South 
Dakota. 

I also  would  like  to  thank  Mr.  Robert  Johnson  and  all  the 
staff  people  at  the  South  Dakota  State  Medical  Association 
office  who  have  done  such  an  outstanding  job  throughout  the 
year  in  assisting  the  Council  with  the  many  problems  that 
come  before  the  body.  A very,  very  special  THANK  YOU  to 
Mrs.  Patty  Butler  who  retired  this  year.  Her  selfless  dedica- 
tion will  continue  to  be  appreciated  by  all. 

Respectfully  submitted, 
R.  I.  Porter,  MD 
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Chairman 

The  Reference  Committee  reviewed  the  report  of  the  Chaimtan 
of  the  Council  cmd  recommended  it  be  accepted  as  submitted. 

AMA  DELEGATE’S  REPORT 

I have  had  the  privilege  of  serving  as  your  South  Dakota 
delegate  to  the  AMA  meetings  this  past  year  in  Chicago. 
As  we  continue  to  read  about  new  proposals  for  reimburse- 
ment from  government  and  also  private  groups  in  this 
country,  it  becomes  more  and  more  important  for  us  to 
remain  united  through  our  active  participation  as  dues 
paying  members  of  the  American  Medical  Association. 
Our  president,  Frank  Messner,  gave  us  a reminder  of  this 
responsibility  in  the  South  Dakota  Journal  of  Medicine 
recently. 

The  AMA  has  been  the  leader  in  medical  education  since 
accreditation  of  medical  schools  began.  None  of  us  should 
have  any  apology  for  belonging  to  the  AMA  and,  in  fact, 
should  be  very  proud  of  our  AMA  membership.  We  must  all 
encourage  others  in  medicine  to  be  active  AMA  members. 

Doctor  Lang,  as  your  alternate  delegate,  and  myself,  are 
always  willing  to  hear  from  you  at  any  time,  regarding  Medi- 
cal Association  concerns. 

Thank  you  for  allowing  me  to  serve  as  your  AMA  delegate 
in  the  past  year. 

Respectfully  submitted, 
Bruce  C.  Lushbough,  MD 
AMA  Delegate  from  South  Dakota 

The  Reference  Committee  reviewed  the  report  of  the  AMA 
Delegate  cmd  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  AMA  ALTERNATE  DELEGATE 

As  your  Alternate  Delegate  to  the  AMA,  I attended  the 
annual  meeting  of  the  South  Dakota  Medical  Association 
and  the  annual  meeting  of  the  AMA  in  Chicago  in  June,  1988, 
as  well  as  the  Interim  meeting  of  the  AMA  in  Dallas,  Texas. 
I also  attended  all  the  Council  meetings  and  the  Executive 
Commission  meetings.  At  both  the  annual  meeting  and 
the  interim  meeting,  the  topic  of  discussion  was  the  Resource 
Based  Relative  Value  Study.  We  have  communicated  with 
the  membership  with  regard  to  this  most  important  topic, 
and  we  hope  we  will  have  additional  information  for  the 
membership  at  the  time  of  the  annual  meeting  in  June  of 
1989.  Your  delegation  was  unanimous  in  deploring  this 
change  of  policy,  but  it  is  important  for  us  to  remember  that 
we  did  not  commission  this  study.  The  Congress  has  man- 
dated this  study  and  we  are  doing  everything  in  our  power 
to  influence  the  outcome. 

The  members  of  your  delegation  caucused  each  morning 
with  other  members  of  the  North  Central  Conference  and 
this  way  all  the  meetings  of  the  Commissions  and  Reference 
Committees  were  discussed  fully  by  members  of  our  caucus. 
The  members  of  this  caucus  include  the  states  of  Wisconsin, 
Minnesota,  Iowa,  Nebraska,  North  and  South  Dakota. 

Respectfully  submitted, 

Durward  M.  Lang,  MD 
Alternate  Delegate 

The  Reference  Committee  reviewed  the  report  of  the  AMA  Al- 
ternate Delegate  cmd  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

As  tbe  newly  elected  Speaker  of  the  House  of  Delegates,  I 
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am  looking  forward  to  the  upcoming  meeting  to  be  held  in 
Sioux  Falls,  South  Dakota,  June  6 and  7. 

The  House  of  Delegates  plays  a vital  role  in  the  function- 
ing of  the  South  Dakota  State  Medical  Association. 
Resolutions  submitted  by  the  House  of  Delegates  will  be 
referred  to  the  reference  committees  with  final  action  taken 
by  the  House  of  Delegates  on  June  10. 

I would  like  to  express  my  appreciation  to  the  medical  dis- 
tricts for  submitting  resolutions,  and  for  the  active 
participation  in  the  House  of  Delegates.  I would  like  to  espe- 
cially thank  the  chairman  and  Reference  Committee 
members  for  tbeir  contribution.  I am  looking  forward  to  the 
annual  meeting  and  to  a rewarding  House  of  Delegates 
session. 

Respectfully  submitted, 

James  R.  Reynolds,  MD 
Speaker  of  tbe  House 

The  Reference  Committee  reviewed  the  report  of  the  Speaker  of 
the  House  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  COUNCILOR-AT-LARGE 

As  Councllor-at-Large,  I have  attended  the  meetings  of 
the  Council  of  the  South  Dakota  State  Medical  Association, 
and  those  of  the  Executive  Commission.  I have  also  served 
as  a resource  individual  of  the  Association  for  the  State 
Health  Department  and  local  news  media.  I enjoy  my  con- 
tinued association  with  the  South  Dakota  State  Medical 
Association,  and  feel  this  organization  is  stronger  than  it 
has  ever  been  at  any  time  in  its  past,  especially  in  view  of  the 
challenges  in  medicine,  continually  provoked  in  these  hard 
times.  I have  complete  faith  in  our  leadership,  both  elected 
and  professional,  and  am  grateful  for  the  opportunity  of  par- 
ticipating in  the  affairs  of  this  Association. 

Respectfully  submitted, 
Robert  L.  Ferrell,  MD 
Councilor-at-Large 

The  Reference  Committee  reviewed  the  report  of  the  Councilor- 
at-  Large  and  recommended  it  be  accepted  as  submitted 

REPORT  OF  THE  CHIEF  EXECUTIVE  OFFICER 

1988-1989  has  once  again  provided  your  president.  Dr. 
Frank  Messner,  and  myself  with  the  delightful  opportunity 
to  meet  with  eleven  of  the  twelve  districts,  and  the  last  dis- 
trict meeting  is  scheduled.  As  in  past  years,  the  hospitality 
extended  by  tbe  districts  has  been  greatly  appreciated.  The 
ability  to  exchange  ideas  at  tbe  district  level  allows  tbe  As- 
sociation and  its  leadership  to  develop  an  insight  and  an 
avenue  not  only  to  address  the  collective  concerns  of 
medicine  but  also  to  assist  in  the  localized  and  sometimes 
unique  problems  faced  by  the  individual  members. 

This  past  year  was  a busy  year  for  the  commissions  and 
the  Council  of  the  Association.  The  reports  of  their  activities 
are  carried  elsewhere  in  this  handbook.  It  is,  however,  most 
appropriate  that  we  recognize  the  time  and  efforts  expended 
by  each  of  these  members  on  bebalf  of  their  profession.  They 
have  voluntarily  taken  time  from  their  busy  professional 
practice  and  family  responsibilities  to  make  South  Dakota 
a better  place  for  the  physician  members  of  the  Association 
and  for  their  patients  who  look  to  the  profession  for 
leadership  and  direction.  The  efforts  of  these  physicians  and 
the  efforts  of  the  entire  membership  make  it  clear  why 
physicians,  even  with  the  many  problems  facing  their  profes- 


sion, are  still  the  most  highly  respected  group  in  our  state. 

While  advancements  in  the  science  of  medicine  are  readi- 
ly acknowledged,  even  hy  our  adversaries,  the 
socio-economic  challenges  facing  medicine  never  seem  to 
end.  Much  like  wrestling  with  the  federal  deficit,  the  public 
seems  to  want  its  cake  and  to  eat  it  as  well.  Everyone  wants 
and  demands  tbe  very  best  in  medical  care,  yet  the  en- 
thusiasm for  medicine’s  accomplishments  seems  to  wane 
when  it  comes  to  paying  the  tab. 

Tbe  federal  government  in  particular  seems  intent  on 
balancing  tbe  budget  through  further  cutbacks  in  reimbur- 
sement to  physicians  and  hospitals.  The  number  of  cases  is 
growing  rapidly  where  Medicare  reimbursement  levels  no 
longer  cover  the  costs  a physician  incurs  in  providing  the 
services.  The  government  compounds  this  problem  with  a 
geographic  payment  differential  which  truly  discriminates 
against  persons  living  in  rural  areas,  and  adds  even  further 
to  the  insult  with  a new  screen  for  "medically  unnecessary" 
services,  further  attempting  to  drive  a wedge  between  the 
physician  and  his  or  her  patients.  Why  has  the  government 
developed  these  ridiculous  schemes? 

You  are  not  necessarily  paranoid  if  you  think  they  are  out 
to  get  you.  The  additional  factor,  I am  certain,  is  that  the 
profession’s  ability  to  provide  life-saving  services  and 
quality-of-life  enhancement  services  has  now  outstripped 
the  government’s  ability  to  pay  for  these  services.  I feel  con- 
fident that  our  greatest  challenge  in  the  years  ahead  will  be 
to  continue  to  be  our  patient’s  advocate  while  providing  high 
quality  services  at  a price  the  average  citizen  can  afford.  If 
we  fail,  we  will  continue  to  be  inundated  with  regulations  and 
laws  designed  to  cut  costs. 

In  South  Dakota  during  this  last  legislative  session. 
Governor  Mickelson  and  our  legislators  increased,  for  the 
first  time  in  years,  the  reimbursement  levels  for  physicians 
caring  for  Medicaid  patients.  The  15  percent  increase  may 
very  well  be  over-due,  but  it  is  certainly  a step  in  the  right 
direction.  Governor  Mickelson  and  our  legislators  should 
be  commended  for  making  this  a priority  issue. 

The  physician  membership  of  this  Association  should 
also  take  a how  for  developing  and  implementing  the  "Share- 
Care"  program  for  our  indigent  elderly.  This  program 
further  demonstrates  positive  efforts  made  hy  physicians  to 
help  our  citizens  receive  high  quality  medical  services  ir- 
respective of  their  ability  to  pay. 

This  report  truly  would  he  incomplete  if  I did  not  make 
special  note  of  the  dedication  and  professionalism  which  Dr. 
Messner  demonstrated  for  the  entire  profession  this  year. 
The  fact  that  Frank  and  I are  old  fraternity  brothers  from 
many  years  back  has  only  enhanced  my  continued  respect 
for  his  ability  and  devotion  to  tbe  profession  and,  for  that 
matter,  to  all  South  Dakotans. 

Respectfully  submitted, 
Robert  D.  Johnson 
Chief  Executive  Officer 

The  Reference  Committee  reviewed  the  report  of  the  Chief  Ex- 
ecutive Officer  and  recommended  it  be  accepted  as  submitted. 


REPORT  OF  THE  FIRST  DISTRICT  COUNCILORS 

The  Aberdeen  District  Medical  Society  met  monthly  ex- 
cluding the  summer  months  during  the  past  year.  Scientific 
presentations  were  given  by  a variety  of  speakers.  We  also 
dealt  with  a number  of  socioeconomic  and  governmental  is- 
sues at  our  meetings. 
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We  were  visited  by  Secretary  of  Health  Kinsman  who  ad- 
dressed topics  of  importance  from  the  State  Health 
Department’s  viewpoint  and  also  the  meeting  allowed  for  in- 
teraction between  the  district  members  and  the  secretary. 
In  November,  we  initiated  a meeting  with  our  district 
legislators  and  were  privileged  to  have  in  attendance  Senator 
William  Taylor,  Representative  Craig  Schaunaman,  and 
Representative  Steve  Cutler  who  gave  a brief  overview  of  the 
upcoming  legislative  session  and  allowed  input  from  our 
membership.  During  February  we  were  visited  by  President 
Messner  and  Mr.  Johnson  regarding  items  of  interest  at  the 
State  Medical  Association. 

New  officers  were  elected  to  the  district  and  include  Jean 
Gerber,  MD  as  president,  Roy  Burt,  MD  as  vice-president, 
and  John  Fritz,  MD  as  secretary-treasurer. 

Respectfully  submitted, 
Warren  Redmond,  MD 
J.  D.  Bachmayer,  MD 
Councilors,  First  District 
The  Reference  Committee  reviewed  the  report  of  the  Councilors 
from  the  First  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 

REPORT  OF  THE  SECOND  DISTRICT  COUNCILOR 

The  Second  District  Medical  Society  met  at  monthly  in- 
tervals from  September  to  May,  1988  and  1989.  As  usual  we 
kicked  off  the  season  with  our  annual  meeting  with  the 
Auxiliary  in  September  which  was  enjoyed  by  both  the  mem- 
bers of  the  Society  and  the  Auxiliary. 

We  began  our  annual  program  of  socioeconomic  issues 
with  a meeting  in  October  with  the  legislators  who  were  up 
for  election  from  our  District.  Discussion  with  these  poten- 
tial legislators  ensued  between  members  of  the  District  and 
the  legislative  candidates.  We  were  able  to  both  ascertain 
their  position  on  subjects  of  concern  to  our  District  and  at- 
tempt to  influence  them  as  to  our  feelings  with  regard  to  this. 

In  November,  we  were  privileged  to  entertain  the  presi- 
dent of  the  South  Dakota  State  Medical  Association,  Dr. 
Frank  Messner  of  Yankton,  along  with  Bob  Johnson  and 
Kent  Scribner. 

In  December,  Mr.  Jerry  Mehlish  of  Fargo,  North  Dakota, 
updated  the  Second  District  on  current  Medicare  regula- 
tions and  potential  for  change. 

In  January,  1989,  Mr.  Dave  Gerdes,  the  attorney  for  the 
South  Dakota  State  Medical  Association,  delivered  a 
program  on  anti-trust  and  how  it  affects  the  practicing 
physician. 

In  February,  we  were  privileged  to  have  Dr.  Scottie 
Roberts  of  Brookings,  South  Dakota,  give  us  recent  informa- 
tion with  regard  to  the  PRO  update  and  what  current  chan- 
ges were  anticipated. 

In  March,  Dr.  Clark  Likness  of  Watertown  presented  a 
program  on  the  Shriners  Hospital  and  Burn  Center. 

In  April,  Dr.  Kenneth  Dedeker  of  Minneapolis,  repre- 
senting Health  One,  presented  a program  on  Credentialing 
and  Awarding  of  Clinical  Privileges.  This  was  presented  in 
conjunction  with  Prairie  Lakes  Health  Care  Center. 

We  anticipate  in  May  we  will  be  instructing  our  delegates 
to  the  South  Dakota  State  Medical  Association  meeting  in 
June  with  regard  to  areas  of  concern  to  the  District. 

Respectfully  submitted, 
James  C.  Larson,  MD 
Councilor,  Second  District 


The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Second  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 

REPORT  OF  THE  THIRD  DISTRICT  COUNCILOR 

The  Third  District  is  continuing  to  have  regular  meetings 
during  the  year  1988. 

The  February,  1988  meeting  was  held  at  Madison.  Dr. 
James  Reagan  was  proposed  for  honorary  life  membership. 
Dr.  Steven  Schultz  was  approved  for  active  membership.  Dr. 
Bruce  Lushbough  commented  on  the  purposes  of  SoDaPAC 
and  gave  us  information  on  Joining. 

The  April,  1988  meeting  was  held  in  Brookings.  There  was 
group  discussion  on  the  legislative  session  and  its  impact  on 
DAKOTACARE.  The  speaker  for  the  scientific  portion  of 
the  meeting  cancelled. 

The  Third  District  meeting  in  June  was  held  at  the  home 
of  Dr.  John  Ramsay  and  his  wife,  Donna,  as  well  as  Joanie 
and  Rick  Holm’s  house.  The  primary  purpose  for  the  meet- 
ing was  to  get  to  know  people  in  the  Medical  Society  in  these 
two  newly  remodeled  homes. 

The  meeting  of  October  22,  was  held  at  the  Ram  Pub. 
Doctor  for  the  Day  Program  was  discussed. 

The  meeting  for  December  was  held  in  Flandreau.  This 
was  the  presidential  visit  with  Dr.  Frank  Messner.  Mem- 
bers of  the  Madison-Brookings  legislative  contingent  were 
invited.  Dr.  Charles  Roberts  was  presented  an  award  for  his 
years  of  service  with  the  South  Dakota  Foundation  and  Dr. 
Richard  Wake  was  given  a plaque  for  having  served  a num- 
ber of  years  on  the  Commission  on  Professional  Liability. 

The  meeting  of  February,  1989,  was  held  in  Madison.  Dr. 
Tad  Jacobs  and  Dr.  Gary  Pruning  were  appointed  as 
delegates  to  the  medical  convention.  Dr.  Curtis  Wait  will  be 
on  the  nominating  committee  for  the  SDSMA  meeting.  The 
scientific  portion  of  the  meeting  was  provided  by  Dr.  Hurley, 
who  discussed  COPD  and  its  ramifications. 

Respectfully  submitted, 
Curtis  Wait,  MD 
Councilor,  Third  District 
The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Third  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 

REPORT  OF  THE  FOURTH  DISTRICT  COUNCILOR 

The  Fourth  District  Medical  Association  held  their  an- 
nual meeting  on  January  12, 1989. 

The  business  portion  of  the  meeting  consisted  of  election 
of  officers.  Dr.  Stephen  Stout  was  re-elected  president.  Dr. 
Tom  Huber  was  re-elected  secretary.  Dr.  Phil  Hoffsten  was 
elected  councilor.  Dr.  Tom  Huber  was  elected  alternate 
councilor.  Dr.  Stephen  Stout  and  Dr.  Mark  Werpy  were 
elected  delegates  to  the  State  Association.  Dr.  R.  J.  Zakahi 
and  Dr.  Tom  Huber  were  elected  as  alternates. 

Dr.  Frank  Messner,  Robert  Johnson  and  Lorin  Pankratz 
made  their  annual  visit.  Each  of  them  gave  a short  presen- 
tation and  then  a rather  spirited  discussion  of  legislative  and 
other  issues  was  held. 

The  Fourth  District  Medical  Association,  in  conjunction 
with  the  Continuing  Education  Department  of  St.  Mary’s 
Hospital,  sponsored  the  following  CME  programs: 

January  19  "President  Reagan’s  Disease  - The  Polyp 
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February  12 

Cancer  Sequence",  by  Dr.  K.  A.  Vogele. 
"Angiotension  Converting  Enzyme 

March  15 

Inhibition  in  Hypertention",  by  Dr.  P.  A. 

Altshler,  Jr. 

"Bugs  and  Drugs  - Broad  Spectrum  Anti- 

April 12 

biotics",  by  Jim  Scherrer,  Pharm  D. 
"Current  Issues  in  Organ  Procurement", 

April  19 

by  Susan  Dunn,  R.N. 

"Menopause  - A New  Deficiency  Syn- 

May 17 

drome",  by  R.  G.  Burnett,  MD 
"Diagnosis  and  Treatment  of  Rheuma- 

June 6 

toid  Arthritis",  by  Walter  Drymalski,  MD 
"AIDS  Update",  by  J.  J.  Mazza,  MD 

Respectively  submitted, 
R.  C.  Jahraus,  MD 
Councilor,  Fourth  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 

from  the  Fourth  District  Medical  Society  and  recommended  it 

be  accepted  as  submitted. 

REPORT  OF  THE  FIFTH  DISTRICT  COUNCILOR 

Our  district  has  departed  from  the  usual  quarterly  meet- 
ings for  1988-89.  We  have  been  having  scientific  meetings 
in  conjunction  with  the  Huron  Regional  Medical  Center. 
Some  of  these  have  been  co-sponsored  with  the  pharmaceuti- 
cal companies.  They  have  been  well  attended  by  the 
members  from  Huron  as  well  as  outlying  communities. 
Steve  Neu,  Mark  Belyea  and  Mark  Hendricks  all  were 
tempted  away  by  the  lure  of  Wisconsin.  Cindy  Kortum  is 
now  practicing  in  Iowa.  Jeff  Hanson,  an  internist,  has  Joined 
our  District  in  1988  and  he  is  a welcome  addition  to  the 
Huron  Clinic  group.  As  councilor,  I have  traveled  to  each 
meeting  that  the  weather  would  allow  and  have  tried  to  keep 
my  members  abreast  of  recent  trends. 

Respectfully  submitted, 
David  J.  Buchanan,  MD 
Councilor,  Fifth  District 
The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Fifth  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 


REPORT  OF  THE  SIXTH  DISTRICT  COUNCILOR 

The  Sixth  District  Medical  Society  met  twice  since  the 
1988  annual  meeting;  on  October  26, 1988,  and  on  February 
15, 1989. 

At  the  October  meeting  Dr.  Andrew  Hodge  from 
Massachusetts  General  Hospital  and  MIT,  Boston,  dis- 
cussed treatment  and  prevention  of  thrombophlebitis  with 
particular  attention  to  orthopedic  patients.  Dr.  Frank 
Messner,  president  of  the  State  Association,  made  his  offi- 
cial visit  to  the  Sixth  District  in  February,  accompanied  by 
Robert  Johnson,  CEO.  He  discussed  the  current  status  of 
medicine  in  South  Dakota,  the  medical  school  and  legisla- 
tion pending  in  Pierre. 

New  district  officers  for  1989  include  Jane  Gaetze,  MD, 
president;  Robert  McWhirter,  MD,  vice  president;  and 
Dileep  Bhat,  MD,  secretary. 

Respectfully  submitted, 
C.  D.  Monson,  MD 


Councilor,  Sixth  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Sixth  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 


REPORT  OF  THE  SEVENTH  DISTRICT  COUNCILORS 

The  Seventh  District  Medical  Society  met  monthly 
throughout  the  year  with  the  exception  of  the  June,  July  and 
August  summer  months. 

In  September  of  1988,  Dean  Robert  Talley,  of  the  Univer- 
sity of  South  Dakota  School  of  Medicine,  gave  his  annual 
update  on  the  state  of  the  school  and  future  directions. 

The  October  meeting  is  the  annual  event  at  the  Hiawatha 
Country  Club  in  Canton  hosted  by  Dr.  Ted  Angelos  and  his 
colleagues.  Following  an  afternoon  of  golf  and  evening  so- 
cial hour,  the  monthly  meeting  was  presentations  by  Drs. 
Jerry  Simmons  and  David  Brechtelsbauer  on  their  recent 
medical  expeditions  to  China. 

In  November,  1988,  the  annual  business  meeting  of  the 
Seventh  District  Medical  Society  was  held.  Dr.  Daniel  Ken- 
nelly  was  elected  president-elect.  Dr.  Robert  Raszkowski  was 
elected  secretary,  and  Dr.  Lloyd  Solberg  was  elected 
treasurer.  The  financial  condition  of  the  Seventh  District 
Medical  Society  was  satisfactory. 

The  December,  1988,  monthly  meeting  was  the  annual 
Christmas  dinner  with  spouses  and  the  Seventh  District 
State  Legislators  as  invited  guests  of  the  Medical  Society. 
The  Seventh  District  Medical  Society  elected  to  present  its 
views  on  areas  of  interest  to  the  Legislative  Assembly  in  the 
upcoming  1989  session  rather  than  asking  the  Legislators  to 
deliver  short  remarks.  The  forum  was  felt  to  be  useful  by  all 
participants. 

The  January,  1989,  meeting  was  highlighted  by  Dr.  Loren 
Tschetter  assuming  the  presidency  of  the  Seventh  District 
Medical  Society  with  Dr.  Bruce  Vogt  moving  into  the  past 
president’s  role.  The  administrators  and  chief  executive  of- 
ficers of  the  Seventh  District  Medical  Society’s  hospitals 
were  invited  guests  and  gave  updates  and  insights  into  the 
future  of  health  care  from  the  hospital’s  point  of  view. 

The  February  meeting  centered  around  the  Legislative 
session  in  Pierre  with  an  update  from  the  South  Dakota 
State  Medical  Association  office. 

In  March,  Dr.  Frank  Messner,  the  president  of  the  South 
Dakota  State  Medical  Association,  gave  the  annual 
president’s  address  to  the  Seventh  District.  Mr.  Robert 
Johnson’s  presentation  complemented  President  Messner’s 
talk. 

At  the  April  meeting.  Dr.  Richard  Mulder,  a Family  Prac- 
titioner in  Ivanhoe,  Minnesota,  gave  a review  of  Medicare 
reimbursement  in  the  upper  midwest  as  compared  to  the 
rest  of  the  nation.  Dr.  Mulder  has  been  pursuing  this  topic 
under  a Bush  Foundation  Fellowship. 

The  May,  1989,  meeting  was  a discussion  of  medical  ethics 
by  Drs.  Harlan  Payne  and  Jerry  Freeman.  Consideration  of 
resolutions  at  the  State  meeting  also  occurred  with  instruc- 
tion of  the  Seventh  District  delegates. 

The  Seventh  District  Medical  Society  has  been  ably  and 
capably  directed  by  Drs.  Vogt  and  L.  Tschetter  since  the 
Councilor’s  previous  report.  Because  of  growth  in  the  mem- 
bership, the  District  is  now  entitled  to  an  additional 
councilor.  Dr.  Karl  Wegner’s  decision  to  not  seek  an  addi- 
tional term  as  councilor  created  a second  position.  At  a 
special  election  at  the  March,  1989,  meeting,  Drs.  Robert 
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Raszkowski  and  Rod  Parry  were  nominated  by  the  district 
to  the  State  Medical  Association  to  Till  the  Council  positions 
at  the  1989  annual  state  meeting.  The  councilors,  delegates, 
ofl'icers  and  members  of  the  Seventh  District  wish  to  thank 
Dr.  Karl  Wegner  for  his  years  of  service  and  his  efforts  to 
the  Council  as  a Seventh  District  representative. 

Respectfully  submitted, 
J.  B.  Hagen,  MD 
Lowell  Hyland,  MD 
Karl  Wegner,  MD 
Guy  Tam,  MD 
C.  Roger  Stoltz,  MD 
K.  Gene  Koob,  MD 
Councilors,  Seventh  District 
The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Seventh  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 


REPORT  OF  THE  NINTH  DISTRICT  COUNCILORS 

Since  the  last  report  of  the  Black  Hills  District  Coun- 
cilors, the  society  has  held  meetings  as  follows: 

April  21, 1988  - James  Bass,  Jr,  MD,  Rapid  City  - "Current 
Status  of  Cardiovascular  Surgery" 

May  19,  1988  - John  Paul,  MD,  psychiatrist  - "Physician 
Burnout" 

July  21, 1988 -annual  summer  social  meeting  with  spouses 
at  Arrowhead  Country  Club 

September  13, 1988  - Robert  Johnson  and  Lorin  Pankratz, 
SDSMA  office,  Sioux  Falls,  - "Our  Current  Problems  with 
State  and  Federal  Government  Programs" 

October  13, 1988  - annual  Christmas  social  meeting  with 
spouses  at  Arrowhead  Country  Club 

January  12, 1989  - Dr.  Sung  Won  Sohn,  Chief  Economist 
for  Norwest  Banks,  - "Economic  Forecast."  Social  hour  and 
dinner  sponsored  by  Norwest  Banks 

February  16,  1989  - Walter  G.  Briney,  MD,  Denver 
Arthritis  Clinic  - "Evaluation  and  Treatment  of  Os- 
teoporosis, Present  Status,"  hosted  by  Rorer 
Pharmaceuticals 

March  8, 1988  - official  visit  of  SDSMA  president,  Frank 
Messner,  MD,  and  CEO,  Robert  Johnson 

Other  activities  of  the  Ninth  District  include:  (I)  District 
9 was  a major  sponsor  of  the  Rapid  City  Regional  Hospital 
"Fun  Run,  Walk  and  RoIPprogram  in  June,  1988.  (2)  On  Oc- 
tober 22, 1988,  we  sponsored  a legislative  dinner  and  social 
meeting  with  all  of  the  legislative  candidates  from  the  dis- 
trict. (3)  The  district  recently  constituted  a Governmental 
Affairs  Committee  chaired  by  Dr.  John  Barlow.  Members 
of  this  committee  attended  the  legislative  dinner  in  Pierre 
on  January  30, 1989.  (4)  For  the  April,  1989  district  meeting 
we  have  scheduled  the  State  Representatives  and  Senators 
to  review  legislative  issues  from  the  last  session.  (5)  The 
district  made  a major  donation  to  Story  Book  Island  Park  in 
Rapid  City.  (6)  The  district  donated  to  the  "Just  Say  No" 
anti-drug  program  and  (7)  Stronger  ties  were  developed  with 
the  Medical  Auxiliary  through  joint  endeavors  on  legislative 
and  local  health  care  issues.  Drs.  Helen  Jane  Hare,  Harland 
Hermann,  Sr,  Edward  Ruud,  John  Slingsby  and  N.  R.  Whit- 
ney were  elected  to  honorary  life  membership.  We  regret  to 
report  the  death  of  R.  David  Rieth,  MD,  physiatrist  and 
Director  of  the  Black  Hills  Rehabilitation  Hospital  on 
February  II,  1989. 

Respectfully  submitted, 
James  Jackson,  MD 
Ed  James,  MD 


Thomas  Krafka,  MD 
Richard  Renka,  MD 
James  Engelbrecht,  MD 
Councilors,  Ninth  District  Medical  Society 

The  Reference  Committee  reviewed  the  report  of  the  Councilors 
from  the  Ninth  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 


REPORT  OF  THE  TENTH  DISTRICT  COUNCILOR 


The  Rosebud  District  Medical  Society  met  January  10, 
1989,  at  the  H-K  Steak  House,  Winner,  South  Dakota.  In  at- 
tendance were  special  guests.  State  President  Frank 
Messner,  MD  and  Mr.  Bob  Johnson,  Chief  Executive  Officer. 

Discussion  was  held  regarding  the  Rural  Health  Initia- 
tive of  the  University  of  South  Dakota  Medical  School. 

New  officers  for  the  coming  year  are  as  follows: 


John  Malm,  MD 
R.  G.  Nemer,  MD 
John  Malm,  MD 
R.  G.  Nemer,  MD 
Mary  Carpenter,  MD 


President 
Secretary 
Delegate 

Alternate  Delegate 

Councilor 

Respectfully  submitted, 
Mary  S.  Carpenter,  MD 
Councilor,  Tenth  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Tenth  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 


REPORT  OF  THE  ELEVENTH  DISTRICT  COUNCILOR 

During  the  past  year  we  have  had  several  meetings  of  the 
Eleventh  District  Medical  Society,  at  which  time  scientific 
sessions  were  presented  on  various  topics  by  outside  consult- 
ants along  with  sponsorship  by  various  pharmaceutical 
firms.  In  January  of  1989,  we  met  with  the  officers  of  the 
South  Dakota  State  Medical  Association  prior  to  the  legis- 
lative session  beginning  in  Pierre.  At  these  meetings 
business  sessions  were  conducted  as  deemed  appropriate 
and  necessary  and  updated  material  for  continuing  medical 
education  was  presented. 

During  the  February,  1989  meeting,  new  officers  for  the 
society  were  elected  and  they  are  as  follows: 

President  - Ben  Henderson,  DO 

Vice  President  - J.  D.  Collins,  MD 

Secretary  - L.  M.  Linde,  MD 

Delegate  - Ben  Henderson,  DO 

Alternate  Delegate  - Jeff  Peterson,  MD 

Councilor  - James  Wunder,  MD 

Nominating  Committee  member  - James  Wunder,  MD 

Respectfully  submitted, 
James  Wunder,  MD 
Councilor,  Eleventh  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Eleventh  District  Medical  Society  and  recommended 
it  be  accepted  as  submitted. 


REPORT  OF  THE  TWELFTH  DISTRICT  COUNCILOR 

During  the  past  year  there  have  been  three  meetings  of 
the  Whetstone  Valley  District  Medical  Society.  Business 
sessions  were  conducted  in  addition  to  scientific  presenta- 


AUGUST  1989 


27 


^Lepresent  ymr  medical  staff 
Become  an  HMSS  Representative 


The  AMA 

Hospital  Medical  Staff  Section 
Fourteenth  Assembly 
November  30  - 
December  4, 1 989 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 


For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  606l0 

Phone  (312)  645-4754  or  645-4761 


tions.  The  spring  meeting  was  held  at  Webster,  South 
Dakota.  The  scientific  program  was  presented  hy  Dr. 
Jerry  Moench  who  spoke  on  the  topic  of  thrombolysis. 

Officers  elected  for  the  year  1988-1989  were:  Kanya 
Vanadurongvan,  MD,  President;  Kevin  Bjordahl,  MD, 
Secretary;  Benjamin  Chaska,  MD,  Councilor;  Kevin  Bjor- 
dahl, Alternate  Councilor.  Dr.  Bjordahl  was  elected  delegate 
to  the  House  of  Delegates  of  the  annual  meeting  of  the  South 
Dakota  State  Medical  Association.  Dr.  Chaska'was  elected 
as  Alternate  Delegate. 

The  fall  meeting  was  held  in  Rosholt,  South  Dakota.  Dr. 
Frank  Messner,  president  of  the  South  Dakota  State  Medi- 
cal Association  and  Robert  D.  Johnson,  secretary  of  the 
South  Dakota  State  Medical  Association,  were  present.  Dr. 
Messner  reported  on  DakotaCare  and  Medicare  provider 
relations. 

The  last  meeting  was  held  in  the  winter  in  Milbank,  South 
Dakota.  Dr.  Thomas  J.  Feldstein  gave  a presentation  en- 
titled cephalopotpourri,  about  cephalosporin  use  and  abuse. 

Respectfully  submitted, 
Benjamin  W.  Chaska,  MD 
Councilor,  Twelfth  District 
The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Twelfth  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 


REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  commission  met  once  in  November  in  Sioux  Falls  with 
the  majority  of  agenda  items  relating  to  the  upcoming  legis- 
lative session.  The  major  legislative  summary  is  contained 
in  the  final  legislative  report  of  the  Grab  Bag. 

The  Association  sponsored  legislation  that  .would  have 
repealed  the  mandated  chiropractic  benefits  for  public 
funded  groups  as  well  as  a bill  providing  for  detailed  review 
mechanisms  concerning  DakotaCare.  Neither  bill  was  able 
to  pass  the  legislature.  A sponsored  bill  to  allow  physicians 
to  provide  contraceptives  to  minors  without  parental  consent 
also  failed  passage.  There  are  a number  of  bills  that  dealt 
with  the  Board  of  Medical  and  Osteopathic  Examiners  that 
were  introduced  in  the  legislature.  These  bills  further 
defined  unprofessional  conduct  as  well  as  investigative  pro- 
cedures. They  were  passed  and  signed  by  the  governor. 

A number  of  bills  were  endorsed  by  the  commission. 
These  included  a bill  to  develop  a three  level  licensure  sys- 
tem for  air  ambulances.  This  was  ultimately  passed  into  law. 
The  commission  endorsed  the  increased  budget  funding  for 
medical  services  in  the  Department  of  Social  Services’ 
Medicaid  budget.  The  commission  also  endorsed  the  in- 
creased funding  to  the  Sioux  Falls  Family  Practice 
Residency  program. 

The  commission  heard  informative  testimony  from  Dr. 
Richard  Holm  and  Dr.  John  Stransky  concerning  living  will 
legislation.  Concern  was  expressed  whether  existing 
durable  power  of  attorney  law  is  adequate  to  be  used  as  living 
will  legislation.  The  matter  was  referred  to  the  Medical 
Legal  Committee  for  further  study  and  recommendation. 

The  commission  also  heard  testimony  from  Dr.  Walt 
Drymalski  concerning  a proposal  for  a risk  pool  health  in- 
surance. This  insurance  would  cover  individuals  unable  to 
get  health  insurance  because  of  pre-existing  conditions.  The 
committee  recommended  to  the  Council  that  the  Association 
take  no  position  on  the  issue  until  further  study  regarding 


the  cost  of  such  plan  was  carried  out.  The  commission 
recommended  against  a bill  allowing  independent  billing  by 
nurse  anesthetists.  This  passed  despite  opposition.  A num- 
ber of  items  were  discussed  for  informational  purposes  only. 

The  commission  again  discussed  the  importance  of  per- 
sonal contact  with  legislators.  It  becomes  increasingly 
evident  that  the  Association’s  influence  cannot  be  adequate- 
ly accomplished  by  lobbying  efforts  in  Pierre  only. 
Individual  physicians  must  continuely  contact  their  local 
legislators  concerning  these  important  issues 

Respectfully  submitted, 
Stephan  D.  Schroeder,  MD,  Chairman 
Commission  on  Legislation  and 
Governmental  Relations 
The  Reference  Committee  carefully  reviewed  the  report  of  the 
Commission  on  Legislation  and  Governmental  Relations  and 
recommended  acceptance  of  this  report.  The  Reference  Com- 
mittee urges  all  physicians  in  South  Dakota  to  become  involved 
with  the  legislative  process. 


For  Sale: 

MULTIPLEX  metal  35  mm  Slide  Filing  Cabinet 
(has  37  slide  frames,  100  siles  per  frame,  attached 
21.5  X 21.5"  view  box).  Present  day  replacement 
value  ca.  $1,000.  Asking  $85.00.  Contact:  John  B. 
Gregg,  MD,  2807  S.  Phillips  Ave.,  Sioux  Falls,  SD 
57105.  Phone:  (605)  334-4114. 


14th  Annual 
South  Dakota  Perinatal 
Association  Conference 

"South  Dakota  1889-1989  Stepping  into  the 
Second  Century"  will  be  held  September 
28-29, 1989  at  the  Ramkota  Inn,  Sioux  Falls, 
South  Dakota. 

Guest  speakers  include  Sharon  Dooley,  MD, 
Prentice  Women’s  Hospital,  Chicago,  IL;  Ted 
Thompson,  MD,  University  of  Minnesota 
Hospitals,  Minneapolis,  MN;  Mark  Mammel, 
MD,  St.  Paul  Children’s  Hospital,  St.  Paul, 
MN;  Bonnie  Flood-Chez,  RN,  MSN, 
Secaucus,  NJ. 

Continuing  Medical  Education  for  physicians 
and  nurses  will  be  available. 

For  further  information  contact: 

Debbie  Meyer 
SDPA 

1100  South  Euclid 
Sioux  Falls,  SD  57105 
(605)  333-7155 
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REPORT  OF  THE  COMMISSION  ON 
MEDICAL  SERVICE 

The  Commission  on  Medical  Service  met  once  during  the 
past  year,  on  August  31, 1988,  with  five  members  present. 

Representatives  from  the  South  Dakota  Internal 
Medicine  Society  met  with  the  Commission  to  discuss 
Medicare  problems  and  in  particular  the  "medically  un- 
necessary" letters.  The  Commission  recommended  that  a 
standing  committee  of  physicians  and  office  administrators 
be  appointed  to  meet  periodically  with  Medicare  office  rep- 
resentatives to  review  problems  and  promote  continuing 
dialogue  between  physicians  in  South  Dakota  and  the 
Medicare  carrier.  The  Council  concurred  with  this  recom- 
mendation and  a commmittee  has  been  appointed. 

The  UCR  (usual,  customary  and  reasonable)  brochure  for 
patient  information  was  finalized,  printed  and  made  avail- 
able to  all  members. 

Reports  were  received  on  the  CDC  grant  for  South 
Dakota’s  diabetes  education  program  administered  by  the 
State  Health  Department,  an  update  on  the  rules  adopted 
as  they  relate  to  the  Newborn  Metabolic  Screening  Program, 
an  update  on  the  ShareCare  Program  implemented  by 
tbe  South  Dakota  State  Medical  Association  and  the  Senior 
Citizens  and  an  update  on  the  amended  vital  statistic  forms 
adopted  by  the  Department  of  Health. 

The  House  of  Delegates  referred  a resolution  adopted  in 
June,  1988,  to  the  Commission.  This  directs  the  Commission 
to  review  insurance  reimbursement  in  South  Dakota  for 
mental  illness.  The  Commission  is  gathering  information 
on  mental  illness  coverage  and  premiums  from  the  major 
health  insurance  carriers  in  South  Dakota  and  will  prepare 
a report  and  recommendation  for  the  Council  in 'the  near  fu- 
ture. 

'The  Commission  considered  the  HCFA  rule  requiring 
physician  visits  to  nursing  home  patients  every  60  to  90  days 
and  agreed  with  the  Nursing  Home  Medical  Directors  that 
this  is  an  appropriate  requirement.  Information  on  a 
defibrillator  use/maintenance  survey  from  the  Department 
of  Health  was  reviewed  and  accepted  for  information.  Also, 
federal  regulations  which  require  testing  for  drugs  and/or 
alcohol  for  over  the  road  truck  drivers  involved  in  accidents 
were  reviewed  and  accepted  for  information. 

An  update  on  the  Statewide  Nursing  Project  was  received, 
and  the  Commission  recommended  continuation  of  the 
South  Dakota  State  Medical  Association’s  policy  endorsing 
all  four  levels  of  nursing  in  South  Dakota.  The  Council  con- 
curred with  this  recommendation. 

Respectfully  submitted, 
Jerome  Freeman,  MD,  Chairman 
Commission  on  Medical  Service 

The  Reference  Committee  reviewed  the  report  of  the  Commis- 
sion on  Medical  Service  and  recommended  acceptance  of  this 
report. 

REPORT  OF  THE  COMMISSION  ON 
SCIENTIFIC  MEDICINE 

The  Commission  on  Scientific  Medicine  met  On  Tuesday, 
September  13,  1988,  at  1:30  pm,  in  tbe  Dublin  Room  of  the 
Town  House  Motel  in  Sioux  Falls,  South  Dakota.  The  meet- 
ing was  called  to  order  by  Dr.  Edward  Zawada.  Those 
present  included  Dr.  Zawada,  Dr.  Lewis  Ofstein,  Dr.  Curtis 
Buchholz,  Dr.  Roger  Carter,  and  Dr.  David  Elson,  SDSMA 
staff  members  present  were  Jan  Anderson  and  Donna 
Sievers. 


Family  Physician 
Needed 

Two  over-worked  family  practice 
physicians  have  an  immediate  need  for 
one  residency  trained,  board  certified 
family  practitioner.  This  two-man 
family  practice  group  is  located  in 
Pierre  in  a new  medical  building.  There 
is  great  water  recreation  and  hunting  in 
the  immediate  area.  Those  interested 
are  asked  to  please  contact: 

T.  J.  Huber,  MD 
Dakota  Plains  Clinic 
640  East  Sioux 
Pierre,  SD  57501 
(605)  224-2010 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening  for 
full-time  career-oriented  emergency 
physicians  in  Sioux  Falls,  Aberdeen  and 
Yankton.  Excellent  benefits  including 
malpractice,  disability,  health 
insurance,  profit  sharing,  etc.  Flexible 
work  schedules,  excellent  working  and 
living  conditions. 

Contact:  Donald  Kougl,  MD 

(307)  632-1436 

or  send  CV  to:  EMP,  PC 

PO  Box  805 
Cheyenne,  WY 
82003 
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The  minutes  of  the  previous  meeting  were  reviewed.  Dis- 
cussion was  held  concerning  guidelines  for  hospitals 
regarding  organ  donations.  It  was  noted  that  all  hospitals 
in  the  state  of  South  Dakota  are  complying  with  federal 
regulations  which  require  written  protocols  for  organ  dona- 
tion as  of  March,  1988.  With  regard  to  breast  cancer 
legislation,  it  was  determined  that  no  further  action  was 
necessary  on  this  item.  Dr.  Buchholz  moved  to  accept  the 
minutes  of  the  previous  meeting  which  was  seconded  and 
carried. 

A discussion  on  the  AMA  data  regarding  pelvic  exam  and 
cervical  smears  for  women  was  discussed.  Dr.  Carter  moved 
to  accept  the  AMA  recommendations  as  follows:  (I)  It  is 
recommended  that  all  women  who  have  been  sexually  active 
or  reach  18  years  have  an  annual  pap  pelvic  exam.  After  a 
woman  has  had  three  or  more  consecutive  satisfactory 
normal  annual  examinations,  the  pap  test  may  be  performed 
less  frequently  at  the  discretion  of  her  physician;  (2)  The 
AMA  has  recommended  review  of  the  final  recommenda- 
tions of  the  Staff  of  Office  of  Disease  Prevention  and  Health 
Promotion  in  the  U.S.  Preventive  Services  Task  Force  when 
they  are  published  insofar  as  they  relate  to  the  prevention 
of  cervical  cancer;  (3)  An  annual  physical  including  a breast 
and  pelvic  exam  is  recommended.  The  motion  was  seconded 
but  on  further  discussion  Dr.  Elson  made  an  amendment  to 
accept  recommendations  (I)  and  (2),  but  amend  (3)  as  fol- 
lows: "An  annual  physical  exam  including  breast  and  pelvic 
exam  is  recommended  for  all  women  wbo  are  sexually  active 
or  will  have  reached  the  age  of  18  years.  After  a woman  has 
had  three  consecutive  normal  annual  examinations,  the 
exam  should  be  given  at  intervals  determined  by  the 
physician  based  on  the  risk  factors  of  the  patient  until  age 
40  when  all  women  should  receive  annual  exams."  The 
amendment  was  seconded  and  carried.  Vote  4 for,  and  I 
against. 

The  1989  annual  meeting  program  evaluations  were  ac- 
cepted for  information. 

NEW  BUSINESS 

1.  Discussion  of  acupuncture  and  its  role  in  medical  prac- 
tice- The  Council  had  given  the  Scientific  Commission  a 
charge  to  look  into  acupuncture  and  its  role  in  medical  prac- 
tice. Dr.  Ofstein  recommended  that  Gary  Halma,  MD,  of 
Rochester  be  contacted  concerning  further  information  on 
this  subject.  Dr.  Michael  Thomas,  Dr.  Michael  Rost,  and 
the  American  Board  of  Anesthesiology  also  were  to  be 
contacted  to  obtain  any  information  available  with  regard  to 
recommendations  on  (A)  credentials  for  practitioners,  (B) 
indications,  and  (C)  specific  techniques  such  as  twisting 
needles  or  electrical  stimulation.  Such  data  will  be  reported 
back  to  the  Commission. 

2.  Cancer  Control  Program  for  South  Dakota-  The  Com- 
mission reviewed  a letter  from  the  State  Health  Department 
requesting  their  support  for  the  concept  of  improving  the 
overall  health  of  South  Dakotans  by  reducing  their  risk  of 
cancer  through  a Data  Base  Intervention  Research 
Program.  Following  discussion.  Dr.  Elson  moved  that  the 
Commission  recommend  supporting  the  efforts  of  the  Na- 
tional Cancer  Institute  in  its  goal  of  reducing  cancer 
mortality  by  50%  by  the  year  2000  and  the  State  Health 
Department’s  application  for  grant  monies.  The  motion  was 
seconded  and  carried. 

The  remainder  of  the  meeting  dealt  with  the  1989  annual 
meeting  program.  A general  plan  was  proposed  that  on 
Thursday,  health  maintenance  and  screening  especially  can- 
cer screening  for  cervical,  breast,  colon,  prostate,  and  lung 


would  be  attempted.  Then  screening  for  hyperlipidemia  and 
perinatal  health  screening  should  be  presented.  On  Friday, 
June  9,  1989,  the  theme  will  be  rural  bealth-what  could  be 
done  in  tbe  rural  sector.  Trauma  management  would  be 
part  of  it,  and  cardiovascular  disease  management,  pul- 
monary disease,  and  perinatal  health.  Dr.  Zawada  and  Jan 
Anderson  received  suggestions  on  speakers  and  agreed  to 
put  the  program  together. 

There  being  no  further  business,  the  meeting  was  ad- 
journed at  3:45  p.m. 

In  subsequent  activities  of  the  Commission,  it  was  deter- 
mined that  no  second  meeting  would  be  held  this  year  as  the 
amount  of  business  was  not  great.  The  report  on  acupunc- 
ture would  be  postponed  until  tbe  fall  meeting. 

Respectfully  submitted, 
Edward  T.  Zawada,  Jr.,  MD,  Chairman 
Commission  on  Scientific  Medicine 
The  Reference  Committee  teviewed  the  repoti  of  the  Commis- 
sion on  Scientific  Medicine  and  recommended  acceptance  of 
this  report  as  submitted. 

REPORT  OF  THE  COMMISSION  ON  INTERNAL 
AFFAIRS,  COMMUNICATIONS  AND  LIAISON 

The  commission  held  one  meeting  in  1988.  We  reviewed 
several  proposals  concerning  endorsement  of  certain 
products  to  be  offered  to  the  membership.  One  proposal  was 
from  a credit  card  company  and  the  other  from  an  invest- 
ment/financial services  firm.  Consistant  with  previous 

decisions,  the  commission  chose  not  to  endorse  either 
proposal. 

The  commission  reviewed  the  legislative  "Doctor  of  the 
Day"  program  and  found  it  to  be  a positive,  successful 
program.  Tbe  commission  recommended  continued  involve- 
ment in  the  program. 

The  SOUTH  DAKOTA  JOURNAL  OF  MEDICINE  has  a 
new  face  this  year.  The  January,  1989  issue  premiered  the 
new  look  with  a picture  of  Mount  Rushmore.  This  was  made 
possible  in  large  part  because  of  the  Association’s  purchase 
of  "DeskTop  Publishing."  The  savings  realized  by  being  able 
to  put  much  of  the  Journal  together  in  office  permitted  these 
changes.  The  Journal  Editor,  Dr.  Robert  VanDemark,  Sr, 
has  also  been  working  hard  at  encouraging  letters  from  the 
membership  to  be  sent  to  tbe  Journal. 

Ken  Peterson  was  appointed  to  the  South  Dakota  Medi- 
cal Association  Health  Career  Grant  Committee. 

The  commission  reviewed  the  progress  of  the  "ShareCare" 
program.  As  it  becomes  viable.  It  should  provide  good  public 
relations  for  physicians  from  South  Dakota.  This  should  be 
and  will  be  accomplished. 

South  Dakota  member  physicians  deceased  since  the  1988 
annual  meeting,  include  the  following: 

Calvin  Kershner,  MD 

Wayne  Shaw,  MD 

Vikentijs  Norgello,  MD 

Robert  D.  Rieth,  MD 

Gerrit  Bloemendaal,  MD 

David  Buchanan,  MD 

Respectfully  submitted, 
Richard  P.  Holm,  MD,  Chairman 
Commission  on  Internal  Affairs, 
Communications  & Liaison 
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EXPENSES 


The  Reference  Committee  reviewed  the  report  of  the  Commis- 
sion on  Internal  Affairs,  Communication  and  Liaison  and 
recommended  acceptance  of  this  report  as  submitted.  The 
Reference  Committee  took  note  of  the  Health  Career  Grant 
Fund  Financial  report  and  suggested  the  Council  consider  join- 
ing with  the  Endowment  for  investment  purposes  and  also 
recommended  increasing  the  amounts  of  the  grants.  The 
Reference  Committee  recommended  acceptance  of  the 
proposed  budget  for  fiscal  year  1989-90. 


HEALTH  CAREER  GRANT  FUND 
FINANCIAL  REPORT 


Balance  in  account  3-1-88 
Income 

Transfer  from  CD  #1266  $1^00.00 
Principal  393.95 

Interest  411.47 

$2^05.42 


Expenses 

4 grants  @ $500  $2,000.00 

Balance  in  Account  3-1-89 
Certificates  of  Deposit 

#1423, 1 year,  due  2-27-90,  8J5% 
#553,  6 mos.,  due  7-3-89,  7.80% 
#2325, 1 year,  due  6-9-89,  6.80% 

Interest  Earned  on  CD’s 

#553  $1,357.25 

#1423  624 J7 

#1266  2.33.17 

$ 2,214.69 

Assets  3-1-89 

Certificates  of  Deposit 
Savings  Account 
Outstanding  Loans 


$ 601.90 


$ 2-305.42 

$ 2,90732 

$ 2.000.00 

$ 90732 

$ 10,635.80 
22,181.49 
.5,90531 

$38,722.60 


$ 38,722.60 
90732 
2.2.36.06 

$ 41,865.98 


1989-1990  BUDGET 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 


GENERAL  FUND 


ITEM 

BUDGETED 

PROPOSED 

88-89 

89-90 

INCOME 

State  Dues 

$250,000.00 

$260,000.00 

Annual  Meeting 

30,000.00 

30,000.00 

Refunds  & Misc. 

8,000.00 

9,000.00 

Car  Reimbursement 

500.00 

1,000.00 

Continuing  Medical  Education 

1,000.00 

1,000.00 

Salary  Reimbursement 

25,000.00 

40,000.00 

Other  Programs 

7th  District  Salary  Reimbursement  1350.00 

1350.00 

Equipment  Replacement  Fund 

6,000.00 

15,000.00 

Medical  Student  Dues 

1,000.00 

1,000.00 

Interest 

45,000.00 

40,000.00 

Other  (Alumni) 

8,000.00 

$375,850.00 

$398350.00 

Salaries 

Social  Security 

Legal  & Audit 

Telephone 

Office  Supplies 

Dues  & Subscriptions 

Physicians’  Travel 

Annual  Meeting 

Public  Relations 

Journal  Subsidy 

Postage 

Miscellaneous 

Legislation 

Staff  Travel 

Insurance 

Retirement/Fringe 

Car  Operation  & Maintenance 

Auxiliary  Newsletter 

Employment  Tax 

Continuing  Medical  Education 

Income  Tax 

Medical  Student  Fund 

Furniture 

Reserve 


$170,000.00 

$191,000.00 

9,100.00 

10,000.00 

10,000.00 

12,000.00 

5,000.00 

7,000.00 

10,000.00 

10,000.00 

1300.00 

1,500.00 

16,500.00 

16,000.00 

30,000.00 

30,000.00 

11,500.00 

12,000.00 

8,000.00 

4,000.00 

8,000.00 

9,000.00 

100.00 

100.00 

10,000.00 

11,000.00 

13,000.00 

15,500.00 

3300.00 

4,000.00 

39,000.00 

44,900.00 

2300.00 

2,500.00 

1,750.00 

2,000.00 

850.00 

850.00 

750.00 

750.00 

500.00 

500.00 

1,500.00 

1,500.00 

$352,850.00 

$386,100.00 

23,000.00 

12350.00 

$375,850.00 

$398350.00 

Western  Minnesota 
Needs  Doctors,  Too! 

Two  Family  Practice  Physicians  needed  to 
join  three  doctors  in  trade  area  of  10,000. 
Rural  health  cooperative  in  two  closely 
situated  western  Minnesota  communities. 
Shared  call,  early  partnership,  generous 
guaranteed  salary,  educational  loan  buy 
out  and  signing  bonus  consideration.  No 
HMO’s.  Excellent  hunting  and  Ashing. 

Contact:  Frank  Lasala,  MD 
Madison,  MN 
(612)  598-7531  or 

Ralph  Gerbig,  MD 
Dawson,  MN 
(612)  769-4393 
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1989-1990  BUDGET 
JOURNAL 


ITEM 

BUDGETED 

PROPOSED 

88-89 

INCOME 

89-90 

Advertising 

$28,000.00 

$28,000.00 

Subscription 

1,000.00 

1,000.00 

Refunds 

720.00 

720.00 

Journal  Subsidy 

8,000.00 

4,000.00 

Miscellaneous 

4,500.00 

4,500.00 

$42,220.00 

EXPENSES 

$38,220.00 

Salaries 

$ 2,200.00 

$ 2,200.00 

Legal  & Audit 

100.00 

100.00 

Social  Security 

75.00 

75.00 

Telephone 

100.00 

100.00 

Postage 

3,000.00 

3400.00 

Office  Supplies  & Printing  36,645.00 

32,145.00 

Travel 

100.00 

100.00 

$42,220.00 

$38420.00 

BUILDING  FUND 

BUDGETED 

PROPOSED 

ITEM 

88-89 

INCOME 

89-90 

DakotaCare  Rent 

$ 54,000.00 

$ 72,000.00 

Foundation  Rent 

37,044.00 

40,000.00 

Board  of  Exam.  Rent 

9,600.00 

9,600.00 

Interest  Income 

5,000.00 

3,000.00 

SD  Health  Co. 

1,500.00 

Miscellaneous 

$105,644.00 

EXPENSES 

$126,100.00 

Salaries 

$ 21,995.00 

$ 26,000.00 

Legal  & Audit 

2,250.00 

2400.00 

Social  Security  & Taxes  12,000.00 

14,000.00 

Utilities 

12,000.00 

14,000.00 

Maintenance  & Supplies  14,000.00 

16,000.00 

Insurance 

5,000.00 

5,000.00 

Income  Tax 

1400.00 

Mortgage  Payments 

38.I37J0 

38,13740 

$105,382^0 

$117,13740 

Reserve 

261.80 

8,962.80 

$105,644.00 

$126,100.00 

REPORT  OF  THE  COMMISSION  ON 
PROFESSIONAL  LIABILITY 
The  Commission  on  Professional  Liability  met  twice 
during  1988-89.  Preceeding  the  November  meeting,  Mr. 
Lorin  Pankratz  and  myself,  as  Chairman,  had  two  pre-plan- 
ning sessions.  We  felt  that  since  it  was  not  an  efficacious 
time  to  pursue  further  tort  reform,  we  should  examine  our 
status  and  relationship  with  malpractice  insurance  carriers 
and  evaluate  some  of  the  complaints  presented  by  South 


Dakota  Physicians  in  reference  to  malpractice  coverage. 
Hence,  our  agenda  items  for  the  November  meeting  included 
a presentation  by  two  representatives  of  the  St.  Paul  Fire 
and  Marine  Insurance  Company,  who  insures  about  two 
thirds  of  the  physicians  in  the  state  of  South  Dakota.  In  ad- 
dition, Mary  Jane  Cleary,  the  Insurance  Commissioner, 
was  also  on  the  agenda  to  present  some  data  regarding 
malpractice  claims  in  South  Dakota  and  to  answer  questions 
from  Commission  members. 

The  information  derived  from  this  meeting  was  rather 
disappointing  to  the  members  attending  as  we  felt  that  the 
data  presented  did  not  give  us  a clear  factual  understanding 
of  our  financial  relationship  with  St.  Paul  Fire  and  Marine. 
It  also  is  clear  that  the  insurance  commissioners  office  is  un- 
derstaffed and  poorly  equipped  to  accumulate  and 
disseminate  the  type  of  data  that  would  be  helpful  to  the 
State  Medical  Association  and  this  Commission  in  evaluat- 
ing justification  for  current  malpractice  premium  rates, 
and,  in  some  cases,  insurability. 

The  Commission  met  again  on  April  6, 1989,  with  the  main 
discussion  centering  around  how  to  gather  accurate  data  to 
evaluate  our  present  malpractice  situation  in  South  Dakota 
and  what  foreseeable  actions  might  be  taken  based  upon  the 
data  collected.  There  was  a general  feeling  on  the  part  of  the 
Commission  members  that  St.  Paul  Fire  and  Marine  In- 
surance Company  has  not  been  entirely  fair  and  open  with 
us  in  our  attempt  to  study  our  track  record  historically  with 
them.  A decision  was  made  to  attempt  to  retrieve  factual 
South  Dakota  data  derived  through  the  Minnesota  Commis- 
sioners Malpractice  study  and  also  to  collect  similar 
information  through  the  South  Dakota  Insurance  Commis- 
sioners Office.  We  anticipate  doing  a comparative  study  of 
these  figures  and  may  recommend  further  action  to  the 
council  based  upon  the  data  collected. 

The  Commission  also  reviewed  an  Illinois  law  requiring 
an  affidavit  from  a physician  in  the  same  specialty  before 
filing  a malpractice  lawsuit.  The  Commission  plans  to 
follow-up  with  the  Illinois  Medical  Association  to  see  what 
possible  affect  this  may  have  had  on  the  number  of  malprac- 
tice claims  and  the  conclusion  of  those  claims.  We  also  will 
communicate  with  the  AMA  to  see  if  there  is  any  experience 
in  other  states  with  similar  laws. 

The  Commission  also  plans  to  gather  information 
regarding  protection  of  pension  plans  from  malpractice  and 
bankruptcy  claims  and  to  review  what  our  current 
bankruptcy  exemptions  are.  The  results  of  these  findings 
will  be  disseminated  to  the  Commission  members  and  acted 
upon  at  the  fall  meeting. 

Respectfully  submitted, 
Jerry  L.  Walton,  MD,  Chairman 
Commission  on  Professional  Liability 

The  Reference  Committee  reviewed  the  report  of  the  Commis- 
sion on  Professional  Liability  with  specific  note  made  of  the 
Commission’s  concern  for  protection  of  retirement  funds  from 
malpractice  and  bankruptcy  claims.  The  Reference  Committee 
recommended  acceptance  of  this  report  as  submitted. 


Resolution  #4 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Seventh  District  Medical  Society 

SUBJECT:  Organizational  Handbook  for  Members 
WHEREAS,  an  understanding  of  the  organization  and  ad- 
ministrative structure  of  the  SDSMA  is  helpful 
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SURGEON 

OPPORTUNITY 

Immediate  opening  for  General  Surgeon 
in  Rural  Nebraska,  Board  Certified  or 
Board  Eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great 
Hunting  and  Fishing. 

Contact: 

Wallace  & Panzer,  MD,  PC 
807  North  Ash 
Gordon,  Nebraska  69343 


Family  Practice,  Internal  Medicine 
and  General  Surgery  Practice 
Opportunities 

Rural  Lake  Country  Community  is  seek- 
ing the  above  practitioners  to  join  a busy 
12  physician  multispecialty  group. 
Quality,  comfortable  living  environment, 
multiple  recreational  activities,  fine 
educational  opportunities  and  cultural  ac- 
tivities abound.  Salary  and  fringe  benefits 
very  liberal. 

Send  curriculum  vitae  or  inquires  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1 100 
Devils  Lake,  ND  58301 
or  call  collect  at  (701)  662-2157  for 
further  information 


Grand  Island,  Nebraska 

Immediate  opportunity  for  board 
certified  or  board  eligible  Internist 
or  Family  Practice  Physician  in  the 
ambulatory  care  section  of  a 
Veterans  Administration  Medical 
Center.  Excellent  benefits  pack- 
age. Contact  or  send  CV  to: 

Stephen  W.  Maks,  MD 
Chief  of  Staff 
VA  Medical  Center 
2201  N.  Broadwell 
Grand  Island,  NE  68803 


Urologist 

Join  the  Nation’s  largest  health  care  team. 
VA  Medical  Center,  Lincoln,  Nebraska, 
seeking  BC/BE  Urologist  for  progressive 
180-bed  Medical  Center.  Licensure  any 
state.  Must  meet  English  Proficiency 
Requirement.  Lincoln  is  a university  town 
with  small-town  atmosphere  and 
metropolitan  advantages.  Lincoln  VA 
Medical  Center  is  affiliated  with  the 
University  of  Nebraska  for  Urology 
Resident  Program.  Comprehensive 
benefit  package.  Allowable  moving 
expenses  payable.  Contact: 

Dr.  Hirai 

VA  Medical  Center 
600  S.  70th  St. 

Lincoln,  NE  68510 
Phone:  (402)  489-3802,  ext.  6750  or 
Personnel  Service  (402)486-7819. 

EOE 
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to  members  as  they  interact  with  the  Associa- 
tion, and 

WHEREAS,  an  understanding  of  the  operational  respon- 
sibilities of  the  Executive  Staff  of  the  SDSMA 
is  also  helpful  to  members  as  they  interact  with 
the  Association,  and 

WHEREAS,  members  frequently  do  not  understand  the  ad- 
ministrative structure  nor  the  responsibilities 
of  the  Executive  Staff  or  the  SDSMA,  and 
WHEREAS,  a greater  knowledge  and  understanding  of  these 
areas  should  result  in  increased  member  par- 
ticipation in  the  SDSMA  and  more  expeditious 
conduct  of  the  Association’s  business. 
THEREFORE,  BE  IT  RESOLVED,  that  the  Executive  Staff 
of  the  SDSMA  be  directed  to  prepare  an  or- 
ganizational handbook  for  members  to 
facilitate  an  understanding  of  the  administra- 
tive organization  and  operation  of  the  SDSMA, 
and 

BE  IT  FURTHER  RESOLVED,  that  this  document  be  incor- 
porated  into  the  yearly  "Membership 
Directory"  so  as  to  be  readily  available  to  the 
members  and  updated  on  a yearly  basis. 
Resolution  was  adopted  at  the  Second  House  of  Delegates 
meeting. 

REPORT  OF  THE  COMMITTEE  FOR 
CONTINUING  MEDICAL  EDUCATION 
A meeting  of  the  CME  Committee  was  set  for  October  7, 
1987,  to  coincide  with  the  SDSMA  CME  reaccreditation  sur- 
vey. Because  there  was  not  a quorum  present  the  committee 
did  not  conduct  any  business,  however,  the  survey  did  take 
place.  Those  present  at  the  meeting  were  Robert 
Raszkowski,  MD,  CME  Committee  Chairman;  Joseph 
Sentkeresty,  MD,  Grand  Rapids,  Michigan;  David  Hagger- 
ty, Denver,  Colorado;  Susan  Jahraus  and  Lorin  Pankratz. 
The  main  purpose  of  the  meeting  was  for  the  SDSMA  to  be 
reaccredited  as  a CME  accrediting  body.  The  survey  went 
well  and  SDSMA  has  been  accredited  for  another  four  years. 
One  problem  that  did  come  out  of  the  survey  was  that 
SDSMA  had  been  accrediting  its  own  annual  meeting.  It  was 
determined  that  this  is  not  appropriate  and  therefore  the 
1988  annual  meeting  has  been  accredited  by  the  USD 
School  of  Medicine. 

In  1987,  the  CME  Committee  resurveyed  McKennan 
Hospital  and  approved  them  as  a CME  sponsor  for  four 
years.  In  January,  1988,  Rapid  City  Regional  Hospital  was 


surveyed  and  that  accreditation  is  pending  dissemination  of 
the  survey  report.  Sioux  Valley  Hospital  has  Tiled  an  ap- 
plication for  accreditation  as  a CME  sponsor  and  that  survey 
will  be  accomplished  in  the  near  future.  St.  Joseph’s  Hospi- 
tal in  Mitchell,  South  Dakota  has  requested  an  application 
and  the  application  was  provided.  However,  there  has  been 
no  further  communication. 

The  maturation  of  the  CME  accreditation  process  and  the 
resultant  need  for  greater  input  from  involved  members  will 
necessitate  a reappraisal  of  the  current  CME  Committee 
structure.  Members  interested  in  being  appointed  to  the 
committee  should  contact  the  committee  chairman  or  the 
SDSMA  office. 

Respectfully  submitted, 
Robert  R.  Raszkowski,  M.D.,  Ph.D.,  Chairman 
Committee  for  Continuing  Medical  Education 

The  Reference  Committee  reviewed  the  report  of  the  Commit- 
tee for  Continuing  Medical  Education  and  recommended 
acceptance  of  this  report  as  submitted. 

REPORT  OF  THE  GRIEVANCE  COMMISSION 

The  Grievance  Commission  convened  on  one  occasion 
during  the  past  year.  All  other  matters  coming  to  the  atten- 
tion of  the  Commission  were  processed  by  telephone  or  by 
mail.  The  Grievance  Commission  attempts  to  resolve  dif- 
ferences that  arise  between  physicians  and  their  patients 
and  between  physicians.  At  other  times  the  disputes  involve 
hospitals  and  their  staffs  or  support  services  such  as  am- 
bulance and  emergency  personnel.  The  issues  [Presented  to 
the  Commission  for  the  most  part  were  sensitive  and  com- 
plex. The  members  of  the  Commission  have  been 
conscientious  and  uncomplaining  in  devoting  the  very  con- 
siderable time  required  by  the  work  load  of  the 
commission.  The  members  of  the  Association  have  been  well 
served  by  the  Grievance  Commission  and  I add  my  personal 
gratitude  for  the  wisdom  and  knowledge  with  which  they 
have  dispatched  problems  coming  before  them  during  the 
past  year.  I wish  also  to  express  my  gratitude  to  them  for 
the  opportunity  of  working  with  the  Commission  for  the  past 
five  years. 

Respectfully  submitted, 
Joseph  N.  Hamm,  MD 
Chairman,  Grievance  Commission 
The  Reference  Committee  reviewed  the  report  of  the  Gtievance 
Commission  and  recommended  acceptance  of  this  report  as 
submitted. 


SOUTH  DAKOTA  PHYSICIANS  EQUITY  PARTNERS  I 
managed  by 

Round  Hill 
Asset 

Management^  Inc. 

"our  goal  is  the  highest  rate  of  return  consistent  with  preservation  of  capital" 
Above-average  returns  over  8 years 

CHANNING  H.  LUSHBOUGH 
Marketing  Representative 

TELEPHONE:  (312)  998  -9420 
420  ELM  STREET  « GLENVIEW,  ILLINOIS  60025-4949 


SOUTH  DAKOTA  PHYSICIANS'  HEDGED  INVESTMENTS, 
LIMITED  PARTNERSHIP  I 

managed  by 

^^^HEDGED 

SECURITIES 



General  Partner 

Above-average  returns  over  10  years 

CHANNING  H.  LUSHBOUGH 

Marketing  Representative 

TELEPHONE:  (312)  998-9420 
420  ELM  STREET  • GLENVIEW,  ILLINOIS  60025-4949 
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REPORT  OF  THE  SOUTH  DAKOTA 
POLITICAL  ACTION  COMMITTEE 

Three  physicians  were  elected  to  the  South  Dakota  Legis- 
lature in  1988.  One  could  end  this  report  at  this  point  and 
have  a great  feeling  of  political  achievement  for  medicine. 
There  is  no  question  that  individual  physicians  and 
SoDaPAC  played  a part  in  encouraging  and  supporting  these 
physicians. 

Senator  William  Taylor,  MD  (R),  Aberdeen,  appointed  by 
Governor  Mickelson  in  1987,  won  election  in  1988  and  was 
appointed  chairman  of  the  Senate  Health  and  Welfare  Com- 
mittee. Senator  Richard  Belatti,  MD(R),  Sioux  Falls,  facing 
strong  opposition  in  an  open  district  won  his  second  bid  for 
the  South  Dakota  Senate.  He  also  serves  on  the  Health  and 
Welfare  Committee.  The  lone  physician  in  the  South  Dakota 
House  is  Representative  Wenzel  Kovarik,  MD  (R),  Rapid 
City.  He  serves  on  the  House  Health  and  Welfare  Commit- 
tee. Please  take  a moment  to  thank  these  gentlemen  for 
offering  their  time  and  talents  to  the  profession  and  the 
public  by  serving  in  the  Legislature. 

In  addition  to  these  three  physicians,  there  were  several 
other  new  legislators  who  received  SoDaPAC  support  that 
have  solid  ties  to  medicine.  Representative  Mike  Wagner 
(R),  Baltic,  is  the  the  son  of  Dr.  Loyd  Wagner,  Sioux  Falls. 
Representative  Craig  Schaunaman  (D),  Aberdeen,  is 
Senator  Taylor’s  son-in-law.  Representative  Bill  Sandness 
(R),  Sioux  Falls,  is  the  Vice-President  of  the  South  Dakota 
Hospital  Association  and  Senator  Jacquie  Kelley  (D),  Pierre, 

is  a certified  Nurse  Practitioner.  All  of  these  people  should 
be  an  asset  when  discussing  health  care  issues. 

SoDaPAC’s  1988  election  results  were  very  favorable  as 
well.  Based  on  SoDaPAC’s  recommendations,  AMPAC  sup- 
ported U.S.  Congressman  Tim  Johnson  in  both  the  Primary 
and  General  election.  In  the  local  races,  SoDaPAC  had  a 
100%  success  rate  in  the  Primary  with  14  of  14  candidates 
winning.  We  contributed  to  64  candidates  in  the  General 
election  and  ended  up  winning  48  races  for  a 75%  success 
rate. 

The  1988  year  end  financial  report  showed  approximate- 
ly $6,200.00  remaining  In  the  checking  account  and  almost 
$300.00  in  the  educational  account.  The  SoDaPAC  Board 
would  like  to  thank  all  of  you  who  have  made  individual  con- 
tributions and  the  district  and  specialty  societies  that  have 
contributed  to  the  Educational  Fund.  All  of  these  contribu- 
tions are  necessary  and  they  become  more  important  each 
year.  Please  support  SoDaPAC  In  addition  to  your  other 
personal  political  contributions. 

There  are  several  vacancies  on  the  SoDaPAC  Board  of 
Directors.  Physicians  and  auxillians  are  encouraged  to  offer 
their  talents  in  supporting  this  important  aspect  of  the 
political  process.  Current  vacancies  exist  in  Districts  1,  2, 
5,  6,  7,  9, 10, 11  and  12. 

This  will  conclude  my  term  as  Chairman  of  SoDaPAC.  I 
want  to  thank  each  of  the  other  Board  members  for  permit- 
ting me  the  opportunity  to  serve  as  Chairman  these  past  two 
years.  I would  also  like  to  express  my  sincere  appreciation 
to  the  Medical  Association  membership  and  the  Medical 
Group  Management  Association  for  allowing  me  the 
privilege  of  serving  on  the  SoDaPAC  Board.  It  has  been  a 
most  personally  and  professionally  enriching  experience. 
Thank  you. 


The  Reference  Committee  reviewed  the  report  of  the  South 
Dakota  Political  Action  Committee  and  recommended  accep- 
tance of  this  report  as  submitted. 


REPORT  OF  THE  BOARD  OF  DIRECTORS 
SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

The  annual  meeting  of  the  Board  of  Directors  of  the  South 
Dakota  Medical  School  Endowment  Association  convened  at 
2:00  pm,  on  Saturday,  June  4, 1988,  at  the  Howard  Johnson 
Motor  Lodge  in  Rapid  City,  South  Dakota.  The  meeting  was 
called  to  order  by  Joseph  N.  Hamm,  MD,  President.  Present 
for  roll  call  were:  Robert  Giebink,  MD,  Bruce  Lushbough, 
MD,  Bruce  Allen,  MD,  and  Joseph  N.  Hamm,  MD.  Guests 
included  Dr.  Robert  Talley,  Dean  of  the  School  of  Medicine 
and  Dr.  Raymond  Lynn,  Associate  Dean. 

Officers  elected  for  the  year  1988-1989  were:  Joseph  N. 
Hamm,  MD,  President;  Robert  Giebink,  MD,  Vice  Presi- 
dent; Warren  Jones,  MD,  Secretary.  A report  of  the  Alumni 
Association,  including  the  financial  statements  for  1986  and 
1987,  as  well  as  the  proposed  budget  for  1988  and  1989,  were 
submitted.  These  were  accepted  for  information.  Dr. 
Robert  Talley,  Dean  of  the  School  of  Medicine,  reported  that 
the  USD  Foundation  was  preparing  a proposal  to  serve  as 
official  fund-raiser  for  both  the  USD  Foundation  and  the 
USDSM  Alumni  Foundation. 

Dr.  Talley  and  Dr.  Raymond  Lynn,  Associate  Dean  for 
Student  Affairs,  presented  information  on  student  needs. 
They  reported  that  South  Dakota  money  available  met  24.5% 
of  student  needs  for  the  past  year. 


57th  ANNUAL  POSTGRADUATE 
ASSEMBLY 

Omaha  Mid-West  Clinical  Society 

November  2, 3,  and  4, 1989 
(Thursday,  Friday  and  Saturday) 

The  Red  Lion  Inn, 

Omaha,  Nebraska 

For  information,  please  contact: 

Miss  Lorraine  E.  Seibel 
Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  #205-B 
Omaha,  NE  68114 
(402)  397-1443 
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Respectfully  submitted, 
Les  Kinstad,  Chairman 
SoDaPAC  Board  of  Directors 
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They  reported  that  the  class  size  at  the  School  of 
Medicine  will  remain  the  same. 

Outstanding  student  loans  were  discussed.  Jan  Ander- 
son reported  that  only  two  loans  were  cause  for  concern  and 
the  Board  recommended  that  efforts  toward  collection  be 
pursued. 

The  Board  reviewed  the  1987  rinancial  report,  along  with 
that  of  the  Tirst  four  months  of  1988,  and  after  discussion 
authorized  that  loans  totaling  $45,000  be  available  for  the 
1988-1989  school  year  to  students  at  the  University  of  South 
Dakota  School  of  Medicine.  It  was  noted  that  74  loans  were 
granted  totaling  $45,500  for  1987-88. 

The  Wulbers  grant  was  reviewed,  and  based  on  current 
information,  the  Board  authorized  two  grants  in  the  amount 
of  $1,000  each.  After  discussion  of  the  investment  portfolio 
of  the  Endowment  Association,  the  Executive  Office  was 
directed  to  investigate  alternative  investments  to  maximize 
earnings. 

Consideration  was  given  to  the  solicitation  of  donations 
to  the  fund.  It  was  decided  to  continue  with  letters  from  the 
president  to  past  recipients  and  to  South  Dakota  doctors  in 
July;  a letter  from  each  board  member  to  his/her  area  in 
September  and  a Christmas  solicitation  in  December. 
Recognition  for  larger  donors  was  considered  and  the  Board 
ordered  a study  to  be  followed  by  recommendations  for  ac- 
tion at  the  next  meeting.  There  being  no  further  business, 
the  meeting  was  adjourned  at  3:00  p.m. 

Respectfully  submitted, 
Joseph  N.  Hamm,  MD,  President 
Board  of  Directors,  South  Dakota 
Medical  School  Endowment  Association 
The  Reference  Committee  reviewed  the  report  of  the  Board  of 
Directors,  South  Dakota  Medical  School  Endowment  Associa- 
tion, and  recommended  acceptance  of  this  report  as  submitted. 


REPORT  OF  THE  PHYSICIANS’  HELP  COMMITTEE 
At  the  Physicians’  Aid  Committee  meeting  in  Rapid  City 
in  June,  1988,  the  committee  voted  to  change  the  name  from 
Physicians’  Aid  to  Physicians’  HELP  Committee.  Also,  the 
committee  members  were  encouraged  to  join  the  American 
Medical  Society  on  Alcoholism  and  Other  Drug  Dependen- 
cies organization  and  applications  were  handed  out.  It  was 
also  pointed  out  that  an  annual  test  is  now  given,  those 
who  pass  are  now  certified  by  AMSAODD  as  having 
demonstrated  knowledge  and  expertise  in  alcoholism  and 
other  drug  dependencies  commiserate  with  the  standards 
set  by  the  society.  A total  of  1,275  physicians  have  been  cer- 
tified by  AMSAODD  since  1986,  the  first  year  that  the 
medical  society  offered  this  certification. 

There  have  been  several  requests  for  assistance  to  the 
committee  during  the  year.  The  outcome  on  these  referrals 
has  been  generally  very  satisfactory.  I wish  to  thank  the 
committee  members  who  have  assisted  me  with  these  refer- 
rals. 

I wish  to  thank  the  president  of  the  auxiliary,  Jacque 
Gunnarson,  for  her  very  active  support  during  the  year  and 
announce  that  part  of  the  meeting  at  this  year’s  session  will 
be  with  the  auxiliary  committee. 

The  committee  continues  to  offer  its  assistance  in  any  way 
possible  to  the  impaired  physician,  family  or  friends.  Refer- 
rals may  be  directed  to  the  executive  office  or  directly  to  me. 

Respectfully  submitted. 


Neil  Elkjer,  MD,  Chairman 
Physicians’  HELP  Committee 

The  Reference  Committee  reviewed  the  report  of  the  Physicians’ 
HELP  Committee  and  recommended  acceptance  of  this  report 
as  submitted. 

REPORT  OF  THE  MEDICAL-LEGAL  COMMITTEE 

The  Medical-Legal  Committee,  chaired  by  one  of  tbe  at- 
torneys for  tbe  year  1988-89,  did  not  have  occasion  to  meet 
during  the  course  of  the  year.  Of  consequence  is  the  fact 
that  a subcommittee  was  appointed  in  the  fall  of  1987,  to 
develop  ongoing  educational  experiences  combining  tbe 
medical  and  legal  professions.  It  was  felt  that  co-education- 
al  endeavors  should  be  developed  at  tbe  Law  School  and 
Medical  School  level  as  well  as  at  the  State  District  levels  for 
both  professions.  Hopefully,  this  subcommittee  will  con- 
tinue to  be  functional  and  present  some  programming 
possiblities  at  the  fall  meeting  in  1989.  No  complaints  were 
brought  to  the  Medical-Legal  Committee  during  the  course 
of  this  past  year  for  action.  This  means  that  either  the  two 
professions  are  relating  well  and  working  adequately 
together  or  members  of  the  Bar  Association  and  Medical 
Association  are  not  utilizing  the  Medical-Legal  Committee 
as  an  avenue  for  filing  complaints.  We  feel  that  all  of  the 
members  of  the  State  Medical  Association  should  be  aware 
that  this  committee  does  serve  as  an  avenue  for  filing  com- 
plaints or  grievances  when  they  feel  they  have  not  been 
treated  fairly  by  a member  of  the  State  Bar  Association. 
Hopefully,  this  committee  will  be  more  active  during  the 
coming  year  while  it  is  chaired  by  a member  of  the  State 
Medical  Association. 

Respectfully  submitted, 
Jerry  L.  Walton,  MD,  Past  Chairperson 
Medical-Legal  Committee 

The  Reference  Committee  reviewed  the  report  of  the  Medical- 
Legal  Committee  and  recommended  acceptance  of  this  report 
as  submitted. 


REPORT  OF  THE  ARCHIVES  & 

HISTORY  COMMISSION 

This  commission  has  not  had  any  formal  meetings...not 
even  any  informal  ones  that  I can  recall.  Individual  mem- 
bers of  thecommission  have  been  collecting  reports  and 
artifacts  in  their  own  area. 

Respectfully  submitted, 
David  J.  Buchanan,  MD 
Chairman,  Archives  and  History 

The  Reference  Committee  reviewed  the  report  of  the  Archives 
and  History  Commission  and  recommended  acceptance  of  this 
report  as  submitted. 

REPORT  OF  THE  AIDS  TASK  FORCE 

The  AIDS  Task  Force  has  been  less  active  this  past  year. 
The  subject  has  received  less  attention  in  the  lay  press  and 
so  we  have  not  had  anything  to  discuss  or  respond  to. 

At  the  present  time,  there  seems  to  be  a high  level  of 
knowledge  in  the  South  Dakota  medical  community  on  AIDS 
and  the  Human  Immunodeficiency  Virus  (HIV).  At  our  an- 
nual meeting  in  1988,  the  scientific  program  was  devoted  to 
HIV  and  AIDS,  and  this  was  arranged  in  conjunction  with 
Dr.  Robert  Raszkowski,  who  was  then  Chairman  of  the  Com- 
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mission  on  Scientific  Medicine.  We  would  like  to  thank  the 
members  of  the  Commission  on  Scientific  Medicine  for  an 
excellent  program. 

The  members  of  the  Aids  Task  Force  have  been  most 
generous  with  their  time  and  talent.  Again,  the  entire  Medi- 
cal Association  is  the  beneficiary  of  the  good  judgment  and 
hard  work  of  these  gentlemen,  who  have  my  sincere  thanks. 

Respectfully  submitted, 
Durward  M.  Lang,  MD  Chairman, 
AIDS  Task  Force 

The  Reference  Committee  reviewed  the  Report  of  the  AIDS 
Task  Force  and  recommended  acceptance  of  this  report  as  sub- 
mitted. 


ANNUAL  MEETING  MINUTES 
SOUTH  DAKOTA  FOUNDATION  FOR  MEDICAL  CARE 
June  8, 1989  Ramkota  Inn 

9:30  am  Sioux  Falls,  SD 

The  14th  Annual  Meeting  of  the  South  Dakota  Founda- 
tion for  Medical  Care  was  held  on  Thursday,  June  8, 1989, 
at  9:30  am,  at  the  Ramkota  Inn,  Sioux  Falls,  South  Dakota. 

The  meeting  was  called  to  order  by  Chairman  Duane 
Reaney,  MD.  The  roil  call  was  taken  with  the  following  mem- 
bers being  present:  Drs.  Frank  Messner,  Michael  Pekas,  J. 
A.  Eckrich,  Jr,  M.  George  Thompson,  James  Reynolds,  Bruce 
Lushbough,  Durward  Lang,  Robert  Ferrell,  Jay  Bachmayer, 
James  Larson,  Curtis  Wait,  Stephan  Schroeder,  Charles 
Monson,  Jeffrey  Hagen,  K.  Ciene  Koob,  Karl  Wegner,Guy 
Tam,  Lowell  Hyland,  Richard  Porter,  Thomas  Krafka, 
Richard  Renka,  James  Engelbrecht,  James  Hovland,  Mar- 
lin Lamb,  M.  C.  Thompson,  Roger  Carter,  Tad  Jacobs,  Mark 
Werpy,  R.  J.  Zakahi,  Howard  Saylor,  Ray  Birkenkamp,  John 
Jones,  D.  G.  Ortmeier,  Loren  Tschetter,  Robert  VanDemark, 
Jr,  James  Ryan,  Rodney  Parry,  Daniel  Kennelly,  Jeri^  Sim- 
mons, Robert  Talley,  Daniel  Heinemann,  Dennis  Johnson, 
Donald  Humphreys,  John  Barker,  Frederick  Harris,  Char- 
ley Gutch,  Robert  Thompson,  Larry  Meyer,  John  Barlow, 
Stephen  Haas,  N.  R.  Whitney,  Russell  Harris,  Joseph 
Hamm,  Robert  Goodhope,  Craig  Hansen,  James  Rud,  Char- 
les Hart,  Ben  Henderson,  Kevin  BJordahl,  and  T.  H.  Sattler. 

The  Chairman  declared  a quorum  present  for  the  pur- 
pose of  conducting  business  of  the  corporation. 

The  Chairman  called  for  consideration  of  the  minutes  of 
the  last  annual  meeting.  He  referred  the  membership  to  the 
Foundation  minutes  in  the  printed  manual  furnished  to  each 
member.  Dr.  Lang  moved  that  the  minutes  be  accepted  as 
published  and  the  reading  thereof  waived.  The  motion  was 
seconded  and  upon  voice  vote  the  same  was  approved  unan- 
imously. 

Dr.  Reaney  called  for  the  report  of  the  Nomination  and 
Selection  Committee.  The  Nomination  and  Selection  Com- 
mittee reported  that  the  following  persons  were  elected  to 
serve  three  year  terms  on  the  Board  of  Directors:  John 
Willcockson,  MD;  Stephen  Gehring,  MD;  Craig  Hansen, 
MD;  Charles  Hart,  MD;  and  Stephan  Schroeder,  MD.  A mo- 
tion was  made  by  Dr.  Pekas  that  the  corporate  body  accept 
this  report  of  the  Nomination  and  Selection  Committee.  The 
motion  was  seconded  and  upon  voice  vote  the  same  was  ap- 
proved unanimously. 

The  corporate  body  considered  an  amendment  to  the  By- 
Laws  of  the  South  Dakota  Foundation  for  Medical  Care  to 
change  the  address  of  the  principal  office  of  the  corporation. 
A motion  was  made  by  Dr.  Tracy  that  the  corporate  body  ap- 


prove this  amendment  to  the  By-Laws  of  the  South  Dakota 
Foundation  for  Medical  Care.  The  motion  was  seconded  and 
upon  voice  vote  the  same  was  approved  unanimously. 

Dr.  Reaney  called  for  consideration  of  the  corporate 
financial  report.  He  noted  that  the  financial  report  was 
published  in  the  Handbook  which  was  furnished  to  each 
member  of  the  body.  Dr.  Reaney  asked  the  membership  if 
there  were  any  questions,  qualincations,  or  corrections. 
There  being  no  comments.  Dr.  Lang  moved  that  the  finan- 
cial report  be  approved  as  published.  The  motion  was 
seconded  and  upon  voice  vote  the  same  was  approved  unan- 
imously. 

Dr.  Reaney  referred  the  membership  to  the  written  report 
made  by  the  President,  and  published  in  the  Handbook,  and 
also  the  written  report  contained  therein  of  the  Foundation’s 
Medical  Director.  He  asked  if  anyone  had  any  questions 
therein.  There  being  none,  he  noted  that  the  reports  would 
be  filed  with  the  records  of  the  Foundation  accordingly. 

Dr.  Reaney  then  asked  for  any  comments  from  the  floor. 
There  being  none,  the  meeting  was  adjourned  at  9:40  am. 


ANNUAL  MEETING  MINUTES 
SOUTH  DAKOTA  STATE  MEDICAL 
HOLDING  COMPANY,  INC. 

June  8, 1989  Ramkota  Inn 

9:45  am  Sioux  Falls,  SD 

The  1st  Annual  Meeting  of  the  South  Dakota  State  Medi- 
cal Holding  Company,  Inc.,  was  held  on  Thursday,  June  8, 
1989,  at  9:45  am,  at  the  Ramkota  Inn,  Sioux  Falls,  South 
Dakota. 

The  meeting  was  called  to  order  by  Chairman  Durward 
Lang,  MD.  The  roll  call  was  taken  with  the  following  mem- 
bers being  present:  Drs.  Frank  Messner,  Michael  Pekas,  J. 
A.  Eckrich,  Jr,  M.  George  Thompson,  James  Reynolds,  Bruce 
Lushbough,  Robert  Ferrell,  Jay  Bachmayer,  James  Larson, 
Curtis  Wait,  Stephan  Schroeder,  C.  D.  Monson,  Jeffrey 
Hagen,  K.  Gene  Koob,  Karl  Wegner,  Guy  Tam,  Lowell 
Hyland,  Richard  Porter,  Thomas  Krafka,  Richard  Renka, 
James  Engelbrecht,  Mary  Carpenter,  James  Hovland,  Mar- 
lin Lamb,  M.  C.  Thompson,  Roger  Carter,  Tad  Jacobs,  Gary 
Bruning,  Mark  Werpy,  R.  J.  Zakahi,  Howard  Saylor,  Jack 
Robbins,  Robert  McWhirter,  Ray  Birkenkamp,  John  Jones, 
D.  G.  Ortmeier,  Loren  Tschetter,  Robert  Raszkowski,  Robert 
Van  Demark,  Jr,  James  Ryan,  Rodney  Parry,  Daniel  Ken- 
nelly, Jerry  Simmons,  Robert  Talley,  Daniel  Heinemann, 
Dennis  Johnson,  Donald  Humphreys,  John  Barker, 
Frederick  Harris,  Robert  Thompson,  Larry  Meyer,  Julie 
Stevens,  John  Barlow,  Stephen  Haas,  N.  R.  Whitney,  Russell 
Harris,  Joseph  Hamm,  Craig  Hansen,  James  Rud,  Charles 
Hart,  Ben  Henderson,  and  Kevin  BJordahl. 

The  Chairman  declared  a quorum  present  for  the  pur- 
pose of  doing  business  of  the  corporation. 

The  Chairman  called  for  consideration  of  the  minutes  of 
the  last  annual  meeting.  He  referred  the  membership  to  the 
SDPHG  minutes  in  the  printed  manual  furnished  to  each 
member.  Dr.  Lushbough  moved  that  the  minutes  be  ac- 
cepted as  published  and  the  reading  thereof  waived.  The 
motion  was  seconded  and  upon  voice  vote  the  same  was  ap- 
proved unanimously. 
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Dr.  Lang  highlighted  his  President’s  Page,  as  contained 
in  the  printed  manual  furnished  to  each  member. 

Dr.  Lang  reported  on  the  election  results.  It  was  reported 
that  the  following  persons  were  elected  to  serve  three-year 
terms  on  the  Board  of  Directors:  Robert  Ferrell,  MD;  George 
Thompson,  DO;  Gerald  Tracy,  MD;  and  Bruce  Lushbough, 
MD. 

Dr.  Lang  asked  for  any  comments  or  further  business 
from  tbe  floor.  There  being  none,  tbe  Chairman  declared 
the  meeting  adjourned  at  9:50  am. 


MINUTES  OF 

SOUTH  DAKOTA  MEDICAL  SERVICE,  INC. 

CORPORATE  BODY  MEETING 

June  8, 1989  Ramkota  Inn 

Sioux  Falls,  South  Dakota 

Chairman  Nauman  called  the  meeting  of  the  Corporate 
Body  of  the  South  Dakota  Medical  Service,  Inc.,  to  order  on 
June  8, 1989,  at  the  Ramkota  Inn,  Sioux  Falls,  South  Dakota. 

On  roll  call  vote,  the  following  members  of  the  Corporate 
Body  of  the  South  Dakota  Medical  Service,  Inc.,  were 
present:  Drs.  Frank  Messner,  Michael  Pekas,  J.  A.  Eckrich, 
Jr,  M.  George  Thompson,  James  Reynolds,  Bruce  Lush- 
bough, Durward  Lang,  Robert  L.  Ferrell,  Jay  Bachmayer, 
James  Larson,  Curtis  Wait,  Stephan  Schroeder,  C.  D.  Mon- 
son,  Jeffrey  Hagen,  K.  Gene  Koob,  Karl  Wegner,  Guy  Tam, 
Lowell  Hyland,  Richard  Porter,  Thomas  Krafka,  Richard 
Renka,  James  Engelbrecht,  Mary  Carpenter,  James  Hov- 
land.  Marlin  Lamb,  M.  C.  Thompson,  Roger  Carter,  Tad 
Jacobs,  Gary  Bruning,  Mark  Werpy,  R.  J.  Zakahi,  Howard 
Saylor,  Jack  Robbins,  Robert  McWhirter,  Ray  Birkenkamp, 
John  Jones,  D.  G.  Ortmeier,  Loren  Tschetter,  Robert 
Raszkowski,  Robert  VanDemark,  Jr,  James  Ryan,  Rodney 
Parry,  Daniel  Kennelly,  Jerry  Simmons,  Robert  Talley, 
Daniel  Heinemann,  Dennis  Johnson,  Donald  Humphreys, 
John  Barker,  Frederick  Harris,  Charley  Gutch,  Robert 
Thompson,  Larry  Meyer,  Julie  Stevens,  John  Barlow, 
Stephen  Haas,  N.  R.  Whitney,  Russell  Harris,  Joseph 
Hamm,  Robert  Goodhope,  Craig  Hansen,  James  Rud,  Char- 
les Hart,  Ben  Henderson,  and  Kevin  BJordahl. 

A quorum  being  present,  the  Chairman  declared  the  an- 
nual meeting  of  the  membership  of  the  Corporate  Body  of 
the  South  Dakota  Medical  Service,  Inc.,  to  be  duly  in  session 
for  the  transaction  of  business. 

Dr.  Koob  moved  that  the  reading  of  the  minutes  of  the 
last  meeting  of  the  Corporate  Body,  being  the  1988  annual 
meeting,  be  waived,  the  same  having  been  published  pre- 
viously and  mailed  to  each  member.  Such  motion  was 
seconded  by  Dr.  Tam.  Upon  voice  vote,  the  same  was  ap- 
proved unanimously. 

Chairman  Nauman  presented  the  Chairman’s  message 
to  the  Corporate  Body.  He  reported  that  Blue  Shield  made 
claim  payments  to  providers  of  services,  primarily 
physicians,  in  1988  of  $36,181,000  or  an  increase  of  13.9% 
over  the  previous  year.  On  the  other  hand,  1988  administra- 
tive expenses  as  a percentage  of  earned  premium  were 
reduced  from  10.6  in  1987  to  9.7  in  1988. 

He  further  reported  that  Blue  Shield’s  unassigned 
surplus  at  the  end  of  1987  was  $6,228,000  and  at  the  end  of 
1988,  the  unassigned  surplus  was  $6,277,000,  or  an  increase 
of  approximately  $52,000  during  the  year  of  1988.  Such  un  - 


assigned surplus  at  the  end  of  1988  was  equal  to  1.94  months 
of  average  monthly  claims  and  administrative  expenses, 
which  in  fact  was  less  than  such  months  reserves  at  the  end 
of  1987. 

He  noted  that  a percentage  of  total  South  Dakota  Blue 
Cross/Blue  Shield  premium  income  continues  to  shift  to 
Blue  Shield,  and  that  a number  of  factors  are  involved  there- 
in, one  of  the  major  factors  being  the  introduction  of 
Medigap  and  Medigap  Plus  contracts.  It  is  anticipated  that 
Blue  Shield’s  percentage  will  continue  to  increase  as  a result 
of  the  shift  in  services  provided  in  the  physicians’  offices. 
An  example  of  this  is  the  physician  in-office  laboratory  and 
x-ray  service  program.  Nationally,  Blue  Shield  and  Blue 
Cross  Plans  throughout  the  country  in  1988  lost  over  $1  bil- 
lion which  is  added  to  a 1987  loss  of  $1.5  billion.  South 
Dakota  Blue  Shield  was  one  of  the  few  Blue  Plans  in  the  na- 
tion which  ended  the  year  in  the  black. 

Blue  Shield  continues  to  follow  conservative  investment 
practices  with  any  funds  available  for  investihent.  Blue 
Shield’s  objective  of  processing  provider  claims  as  quickly 
as  possible  by  semi-monthly  payments  to  physicians’  offices 
was  continued.  He  stated  that  the  record  shows  that  South 
Dakota  Blue  Shield  management  and  staff  have  continued 
to  receive  recognition  for  their  superior  Job  in  managing  the 
corporation’s  business.  He  stated  that  he  has  enjoyed  being 
a director  in  Blue  Shield  because  of  the  management  team 
and  the  work  of  the  physicians  and  lay  members  who  served 
the  Plan  by  being  on  the  Board  of  Directors. 

He  stated  that  the  challenge  of  the  corporation  in  1989 
was  to  continually  promote  the  best  possible  service,  benefits 
and  administrative  expertise  to  subscribers,  providers  and 
the  physician  community. 

No  action  being  necessary  on  the  Chairman’s  report,  none 
was  taken. 

Chairman  Nauman  called  for  consideration  of  agenda 
item  entitled  "Financial  Report".  He  called  upon  Ben 
Johnson  to  give  the  Financial  Report.  Mr.  Johnson  noted 
that  each  of  the  members  were  sent  a copy  of  Blue  Shield’s 
annual  statement  for  1988.  He  highlighted  certain  items 
contained  therein.  He  noted  that  on  December  31,  1988, 
Blue  Shield  had  total  cash  on  hand  of  $3,915,000  and  other 
assets  consisting  of  U.S.  Treasury  obligations,  certificates  of 
deposit,  and  equipment,  land  and  building,  totaling 
$10,816,000  for  total  assets  of  $14,731,000.  He  noted  that 
Blue  Shield  had  on  hand  advanced  premiums  and  assigned 
reserves  in  the  amount  of  $7,988,000  and  unassigned  surplus 
of  $6,277,259. 

President  Johnson  further  noted  that  Blue  Shield  paid 
92.6  of  all  premium  income  on  claims.  He  referred  the  mem- 
bership to  other  details  set  forth  in  the  printed  balance  sheet 
provided  to  each  member. 

Dr.  Lang  moved  approval  of  the  Financial  Report.  The 
motion  was  seconded  by  Dr.  Lushbough.  Upon  voice  vote, 
the  same  was  approved  unanimously. 

The  Chairman  called  for  consideration  of  the  agenda  item 
entitled,  "Report  of  the  Nominating  Committee". 

The  Nominating  Committee  consisted  of  Thomas  Krafka, 
MD;  Marlin  Lamb,  MD;  Denny  Ortmeier,  MD;  James  Hov- 
land,  MD;  and  Stephan  Schroeder,  MD. 

The  Chairman  requested  that  the  Chairman  of  the 
Nominating  Committee,  Thomas  Krafka,  MD,  present  their 
recommendations.  Dr.  Krafka  reported  that  the  Committee 
recommended  and  nominated  Glenn  Waltner,  a present 
director,  for  a new  three-year  term  as  a lay  member;  Ted 
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Muenster  for  a lay  member  three-year  term,  replacing 
Ralph  Nauman,  who  is  no  longer  eligible  to  serve  as  a direc- 
tor; James  Larson,  MD,  to  replace  John  Stransky,  MD,  who 
is  no  longer  eligible  for  an  additional  term;  Jay  Bachmayer, 
MD,  to  replace  Winston  Odiand,  MD,  who  resigned  from 
the  Board;  and  Thomas  Huber,  MD,  to  fill  the  unexpired  two 
years  of  the  term  of  David  Buchanan,  MD,  deceased. 

The  Chairman  asked  if  there  were  any  nominations  from 
the  floor. 

Dr.  James  Engelbrecht  nominated  Donald  Ham  from 
Rapid  City,  South  Dakota  to  serve  as  one  of  the  lay  members 
on  South  Dakota  Medical  Service,  Inc.’s,  Board  of  Directors. 
Such  motion  was  duly  seconded  from  the  floor. 

The  secretary  noted  that  there  were  three  lay  members 
nominated  for  two  lay  member  vacancies,  namely,  Glenn 

Waltner,Ted  Muenster  and  Donald  Ham.  He  appointed  Dr. 
Lushbough,  Dr.  Saylor  and  Dr.  Taylor  to  serve  as  a ballot 
committee  and  requested  that  they  proceed  to  provide  each 
voting  member  of  the  Corporate  Body  present  with  a written 
ballot  upon  which  to  cast  their  vote  for  the  positions  of  lay 
directors.  It  was  noted  that  each  voting  member  present  was 
entitled  to  vote  for  two  of  the  three  lay  nominees. 

The  ballots  were  passed,  the  voting  members  marked  and 
returned  the  same  to  the  ballot  committee,  and  after  count- 
ing the  same.  Dr.  Lushbough  reported  to  the  Body  that  the 
two  lay  members  selected  from  the  three  lay  members 
nominated  were  Glenn  Waltner  and  Donald  Ham. 

The  Chairman  accepted  the  results  of  the  ballot  commit- 
tee and  declared  that  the  parties  selected  were  the  duly 
elected  lay  directors  for  three-year  terms. 

Dr.  Koob  moved  that  Dr.  James  Larson  and  Dr.  Jay  Bach- 
mayer be  elected  to  three-year  terms  on  the  Board  of 
Directors.  He  also  moved  that  Dr.  Thomas  Huber  be  elected 
to  fill  the  unexpired  two-year  remaining  term  of  Dr. 
Buchanan,  deceased. 

Dr.  Krafka  seconded  the  motion.  Upon  voice  vote,  Drs. 
Larson,  Bachmayer  and  Huber  were  unanimously  elected. 

President  Ben  Johnson  noted  that  two  of  the  past  direc- 
tors, whose  terms  expired  at  the  time  of  this  meeting,  were 
no  longer  eligible  for  re-election,  those  persons  being  Dr. 
John  Stransky  and  Mr.  Ralph  Nauman.  He  asked  that  they 
be  recognized  by  the  floor  in  the  form  of  applause  for  their 
12  years  of  service  to  Blue  Shield.  The  parties  were  so  recog- 
nized. 

He  requested  each  of  the  parties  present  to  come  forward 
so  that  they  may  be  presented  with  a gift  in  recognition  for 
their  years  of  service. 

Dr.  Lushbough  requested  that  a moment  of  silence  in 
respect  and  appreciation  for  the  work  and  service  of  Dr. 
Buchanan  be  observed  by  the  Body.  Pursuant  to  such  re- 
quest, all  persons  present  observed  a moment  of  silence  in 
honor  of  the  memory,  work  and  service  of  the  late  Dr.  David 
Buchanan. 

The  Chairman  asked  if  there  was  any  further  business  to 
come  before  the  Corporate  Body.  None  being  presented 
from  the  floor,  the  Chairman  asked  for  a motion  to  adjourn 
the  meeting. 

Dr.  Reynolds  moved  for  adjournment  of  the  meeting. 
Such  motion  was  seconded  by  Dr.  Lushbough.  Upon  voice 
vote,  the  same  was  approved  unanimously.  The  meeting  of 
the  Corporate  Body  was  duly  adjourned. 

John  H.  Zimmer 
Secretary 


DISTINGUISHED  SERVICE  AWARD 
Started  in  1951. . .T.  F.  Riggs,  MD,  Pierre  (deceased) 

1952  . . . H.  Russell  Brown,  MD,  Watertown  (deceased) 

1953  . . . Guy  VanDemark,  MD,  Sioux  Falls  (deceased) 

1954  . . . J.  C.  Ohlmacher,  MD,  Vermillion  (deceased) 

1955  ...  R.  G.  Mayer,  MD,  Aberdeen  (deceased) 

1956  . . . J.  C.  Ohlmacher,  MD,  Vermillion  (deceased) 

1957  . . . W.  E.  Donahoe,  MD,  Sioux  Falls  (deceased) 

1958  . . . Drs.  J.  C.  Hagin  (deceased),  M.  W.  Pangburn 

(deceased),  and  James  DeGeest,  Miller 

1958  . . . J.  F.  Brenckle,  MD,  Superior,  WI  (deceased) 

1958  . . . Mrs.  Agnes  Holdridge,  Madison 

1959  . . . Walter  L.  Hard,  PhD,  Vermillion 
1959  . . . Rev.  and  Mrs.  Robert  O.  Bates,  Sturgis 

1959  ...  R.  M.  Kilgard,  MD,  Watertown  (deceased) 

1960  ...  L.  J.  Pankow,  MD,  Sioux  Falls  (deceased) 

1961  . . . Gregg  M.  Evans,  PhD,  Custer 

1962  . . . Edward  Shaw,  PhD,  Vermillion  (deceased) 

1963  . . . Arthur  A.  Lampert,  MD,  Rapid  City 

1964  . . . John  C.  Foster,  Phoenix,  AZ 

1965  . . . A.  P.  Reding,  MD,  Marion 

1966  . . . Mrs.  C.  Rodney  Stoltz,  Watertown 

1967  . . . Mrs.  William  Fish,  Watertown 

1968  ...  G.  J.  Bloemendaal,  MD,  Ipswich  (deceased) 

1969  ...  F.  W.  Haas,  MD,  Yankton  (deceased) 

1970  . . . Paul  Bunker,  MD,  Aberdeen  (deceased) 

1971  ...  E.  T.  Lietzke,  MD  Beresford  (deceased) 

1972  . . . C.  B.  McVay,  MD,  Yankton  (deceased) 

1973  ...  G.  E.  Tracy,  MD,  Watertown 

1974  . . . J.  A.  Mu^ly,  MD,  Madison  (deceased) 

1975  . . . Harvey  Wollman,  Hitchcock 

1976  ...  R.  H.  Quinn,  MD,  Sioux  Falls 

1977  ...  E.  H.  Heinrichs,  MD,  Vermillion 

1978  . . . John  Olson,  Sioux  Falls, 

and  Evans  Nord,  Sioux  Falls 

1979  . . . Helen  Jane  Hare,  MD,  Rapid  City 

1980  . . . Warren  Jones,  MD,  Sioux  Falls 

1981  . . . Saul  Friefeld,  MD,  Brookings 

1982  . . . G.  Robert  Bartron,  MD,  Watertown 

1983  . . . Oscar  J.  Mabee,  MD,  Mitchell 

1984  . . . Karl  Wegner,  MD,  Sioux  Falls 

1985  . . . William  R.  Taylor,  MD,  Aberdeen 

1986  ...  R.  E.  VanDemark,  Sr,  MD,  Sioux  Falls 

1987  . . . Bruce  C.  Lushbough,  MD,  Brookings 

1988  . . . John  J.  Stransky,  MD,  Watertown 

1989  . . . John  Barlow,  MD,  Rapid  City 

COMMUNITY  SERVICE  AWARD 

1961  ...  R.  A.  Buchanan,  MD,  Huron  (deceased) 

1962  . . . Roland  F.  Hubner,  MD,  Yankton  (deceased) 

1963  . . . George  W.  Mills,  MD,  Wall  (deceased) 

1964  . . . John  C.  Hagin,  MD,  Miller  (deceased) 

1965  . . . Alonzo  P.  Peeke,  MD,  Volga 

1966  . . . Hugo  C.  Andre,  MD,  Vermillion  (deceased) 

1967  . . . G.  Robert  Bartron,  MD,  Watertown 

1968  ...  M.  M.  Morrissey,  MD,  Pierre  (deceased) 

1969  ...  N.  J.  Sundet,  MD,  Kadoka  (deceased) 

1970  . . . W.  H.  Saxton,  MD,  Huron  (deceased) 

1971  ...  R.  E.  VanDemark,  Sr,  MD,  Sioux  Falls 

1972  . . . R.  H.  Hayes,  MD,  Wall 

1973  ...  B.  F.  King,  MD,  Aberdeen  (deceased) 

1974  ...  M.  C.  Tank,  MD,  Brookings 
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1975  . . . JCarl  Wegner,  MD,  Sioux  Falls 

1976  . . . John  T.  Elston,  MD,  Rapid  City 

1977  . , . .W.  F.  Stanage,  MD,  Yankton 

1978  ...  .C,  S.  Roberts,  Jr,  MD,  Brookings 

1979  ....C.  J.  McDonald,  MD,  Sioux  Falls  (deceased) 

1980  . . . j;.  A.  Johnson,  MD,  Milbank 

1981  . , . J.  A.  Muggly,  MD,  Madison  (deceased) 

1982  . . . Jlobert  R.  Giebink,  MD,  Sioux  Falls 

1983  . . . .Theodore  H.  Sattler,  MD,  Yankton 

1984  . . . J*aul  Hohm,  MD,  Huron 

1985  George  Mangulis,  MD,  Philip 

1986  . . . Jlichard  Friess,  MD,  Sioux  Falls 

1987  . . . .Melford  B.  Lyso,  MD,  Yankton 

1988  . . . JJrooks  Ranney,  MD,  Yankton 

1989  . . . .William  R.  Taylor,  MD,  Aberdeen 

AESCULAPIUS  AWARD 

1966  . . . J*aul  R.  Leon,  MD 

Walter  Miller,  MD,  Aberdeen 

1968  . . . JI.  Phil  Gross,  MD,  CA 

FIFTY  YEAR  CLUB  MEMBERS 

C.  V.  Auld,  MD,  Plankinton  (deceased) 

Thomas  Billion,  MD,  Sioux  Falls 

G.  J.  Bloemendaal,  MD,  Ipswich  (deceased) 

W.  C.  Brinkman,  MD,  Sisseton  (deceased) 

R.  A.  Buchanan,  MD,  Huron  (deceased) 

John  L.  Calene,  MD,  CA  (deceased) 

Myrtle  Carney,  MD,  TX  (deceased) 

Bernard  S.  Clark,  MD,  Spearfish 

J.  C.  Clark,  MD,  Sioux  Falls  (deceased) 

F.  L.  Class,  MD,  Huron  (deceased) 

M.  E.  Cogswell,  MD,  Wolsey  (deceased) 

E.  H.  Collins,  MD,  Gettysburg 
J.  Cook,  MD,  Bonesteel  (deceased) 

G.  1.  W.  Cottam,  MD,  Sioux  Falls  (deceased) 

Harold  L.  Crane,  MD,  CT  (deceased) 

S.  A.  Donahoe,  MD,  Sioux  Falls  (deceased) 

W.  E.  Donahoe,  MD,  Sioux  Falls  (deceased) 

J.  A.  Eckrich,  Sr,  MD,  Aberdeen  (deceased) 

V.  W.  Embree,  MD,  Pierre  (deceased) 

W.  D.  Farrell,  MD,  Aberdeen  (deceased) 

R.  B.  Fleeger,  MD,  Lead  (deceased) 

R.  R.  Fisk,  MD,  Flandreau  (deceased) 

R.  W.  Freyberg,  MD,  Mitchell  (deceased) 

E.  E.  Gage,  MD,  Sioux  Falls  (deceased) 

D.  A.  Gregory,  MD,  MT  (deceased) 

E.  H.  Grove,  MD,  Arlington  (deceased) 

J.  C.  Hagin,  MD,  Miller  (deceased) 

Lyle  Hare,  MD,  Spearfish  (deceased) 

John  F.  Hill,  MD,  Yankton  (deceased) 

Emil  Hofer,  MD,  Huron 

J.  A.  Hohf,  MD,  Yankton  (deceased) 

F.  S.  Howe,  MD,  Deadwood  (deceased) 

A.  H.  Hovne,  MD,  Salem  (deceased) 

Roland  Hubner,  MD,  Yankton  (deceased) 

A.  S.  Jackson,  MD,  Rapid  City  (deceased) 

R.  J.  Jackson,  MD,  Hot  Springs  (deceased) 

J.  A.  Jacotel,  MD,  Milbank  (deceased) 

G.  T.  Jordan,  MD,  Vermillion  (deceased) 

F.  F.  Keene,  MD,  Wessington  Springs  (deceased) 


Ray  Lemley,  MD,  Rapid  City  (deceased) 

Bernard  Lenz,  MD,  Huron  (deceased) 

J.  H.  Lloyd,  MD,  Mitchell  (deceased) 

0.  J.  Mabee,  MD,  Mitchell 
Lawrence  L.  Massa,  DO,  Sturgis 

P.  V.  McCarthy,  MD,  Aberdeen  (deceased) 

Murlin  Merryman,  MD,  Rapid  City 

G.  W.  Mills,  MD,  Wall  (deceased) 

B.  C.  Murdy,  MD,  Aberdeen  (deceased) 

T.  F.  OToole,  MD,  Rapid  City  (deceased) 

Gordon  S.  Owen,  MD,  Rapid  City 

N.  T.  Owen,  MD,  Rapid  City  (deceased) 

L.  L.  Parke,  MD,  Canton  (deceased) 

C.  C.  Pascale,  DO,  Centerville 
A.  P.  Peeke,  MD,  Volga 

M.  O.  Pemberton,  MD,  Deadwood  (deceased) 

R.  J.  Quinn,  MD,  Sioux  Falls  (deceased) 

F.  J.  Raduscb,  MD,  CA  (deceased) 

T.  B.  Ranney,  MD,  Aberdeen  (deceased) 

Arthur  P.  Reding,  MD,  Marion 
T.  F.  Riggs,  MD,  Pierre  (deceased) 

Maurice  Rousseau,  MD,  Watertown 

1.  R.  Salladay,  MD,  Ft.  Meade  (deceased) 

W.  H.  Saxton,  MD,  Huron  (deceased) 

H.  L.  Saylor,  MD,  Huron  (deceased) 

C.  E.  Sherwood,  MD,  Brookings  (deceased) 

Arthur  W.  Spiry,  MD,  Mobridge  (deceased) 

Myron  Tank,  MD,  Brookings 

F.  J.  Tobin,  MD,  Mitchell  (deceased) 

Leonard  W.  Tobin,  MD,  Mitchell 
J.  S.  Tschetter,  MD,  Huron  (deceased) 

Paul  Tschetter,  MD,  Huron 

F.  W.  Valkenaar,  MD,  Chancellor  (deceased) 

G.  E.  VanDemark,  MD,  Sioux  Falls  (deceased) 

H.  P.  Volin,  MD,  Lennox  (deceased) 

C.  H.  Weishaar,  MD,  Aberdeen  (deceased) 

J.  R.  Westaby,  MD,  Madison  (deceased) 

G.  E.  Zimmerman,  MD,  MT  (deceased) 

C.  B.  ALFORD  AWARD 

1974  . . . Roscoe  Dean,  MD,  Wessington  Springs 

1975  . . . Gerald  Tracy,  MD,  Watertown 

1976  . . . Robert  Westaby,  MD,  Hot  Springs 

1977  . . . Robert  VanDemark,  Sr,  MD,  Sioux  Falls 

1978  . . . Howard  Saylor,  Jr,  MD,  Huron 

1979  . . . J.  D.Bailey,  MD,  Rapid  City 

1980  . . . John  T.  Elston,  MD,  Rapid  City 

1981  . . . T.  H.  Sattler,  MD,  Yankton 

1982  . . . Bedford  T.  Otey,  MD,  Flandreau 

1983  . . . Robert  H.  Quinn,  MD,  Sioux  P'alls 

1984  . . . Granville  Steele,  MD,  Aberdeen 

1985  . . . Robert  Hayes,  MD,  Wall 

1986  . . . Leonard  Linde,  MD,  Mobridge 

1987  . . . Richard  Sample,  MD,  Madison 

1988  . . . Willis  Stanage,  MD,  Yankton 

1989  . . . Reuben  Bareis,  MD,  Rapid  City 
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Family  Practitioner 

A quality,  small  hospital  in  a lakeside 
community  within  a 45  minute  drive  of 
Minneapolis,  Minnesota  is  offering  a 
first-year  minimum  salary  of  $50,000,  plus 
37  percent  of  adjusted  revenues,  four 
weeks  vacation,  two  weeks  CME,  life  and 
disability  insurance,  a 401  (K)  pension 
plan,  and  malpractice  insurance. 
Cross-coverage  provided.  Sub-specialty 
backup  available  at  a nearby,  sister 
facility.  Other  practice  opportunities 
available. 

Call:  Wanda  Parker: 
toll  free,  (800)  221-4762, 
or  collect,  (212)  599-6200. 


Family/General  Practice 
Opportunity 

Join  an  active,  well-established  private 
medical  practice  in  De  Smet,  South 
Dakota,  with  untapped  potential  for 
practice  growth  in  a four  county  service 
area. 

De  Smet,  County  Seat  of  Kingsbury 
County,  offers  an  excellent  17  bed  hospital 
and  72  bed  Good  Samaritan  Center;  an 
excellent  school  system;  a solid 
agricultural  and  industrial  economic  base; 
a thriving  Main  Street;  and  numerous 
opportunities  to  be  involved  in  community 
service  activities.  Hunting  and  fishing 
opportunities  abound. 

For  further  information,  please  contact: 
Dr.  G.  Robert  Bell,  MD 
PO  Box  49 
De  Smet,  SD  57231 
Phone:  Clinic/(605)  854-3455  or 
Home/(605)  854-3374 


Family  Physician 

Established  4-man  family 
physician  group  seeking  a board 
certified  or  board  eligible  family 
physician  to  replace  retired 
physician.  Thriving  community 
has  up-to-date  hospital  with  excel- 
lent specialty  backup  through 
networking.  Guaranteed 
salary/benefits.  Excellent  town  to 
raise  a family. 

Joel  B.  Huber,  MD 
Medical  Director 
Family  Physicians  and  Surgeons 
Redfield,  SD  57469 
(605)  472-0510 


PEDIATRICIAN, 
OB/GYN, 
PSYCHIATRIST, 
FAMILY  PRACTITIONER, 
GENERAL  SURGEON 

Growing  16  physician,  multi- 
specialty clinic  in  beautiful 
northwestern  Wisconsin  seeking 
BC/BE  specialists.  Atractive 
partnership  opportunity  after  one 
year.  Come  grow  with  us!  Contact: 

John  T.  Henningsen,  MD 
Indianhead  Medical  Group,  Ltd. 
1020  Lakeshore  Drive 
Rice  Lake,  WI 54868 
Phone:  (715)  234-9031 
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South  Dakota  State  Medical  Association  Roster— 1989 

Membership  by  Districts 


Pres,  Jean  Gerber,  MD 


Albano,  Paterno  C Aberdeen 

Altman,  Stanley  B Aberdeen 

Anderson,  Esther  E Aberdeen 

Bachmayer,  Jay  D Aberdeen 

Berg,  Sterling Redfield 

Berry,  Scott  H Aberdeen 

Bormes,  William  A Aberdeen 

Broadhurst,  Kennon  E Aberdeen 

Bunker,  Thomas  G Aberdeen 

Burt,  Roy  G Aberdeen 

Carter,  Peter  B Aberdeen 

Chang,  Joe  P Aberdeen 

Chavier,  Juan  R Aberdeen 

Diehl,  Christopher Britton 

D’Souza,  Edward  P Aberdeen 

Eckrich,  Jerome  A.,  Jr Aberdeen 

Ellerbusch,  David  A Aberdeen 

Fahrenwald,  Myron  E Aberdeen 

Famestad,  Gary  L Sioux  Falls 

Fritz,  John  R Aberdeen 

Gerber,  Bernard  C Aberdeen 

Gerber,  Jean  L Aberdeen 

Giridhar,  Sanjeevi Aberdeen 

Harlow,  Mark  C Aberdeen 

Hart,  Harvey  J Aberdeen 


Pres,  Stephen  Gehring,  MD 


•Allen,  Stanley  W.,  Jr .Watertown 

Argabrite,  John  W. Watertown 

Bartron,  G.  Robert .Watertown 

•Bartron,  Harry  J.,  Jr .Watertown 

Carter,  Roger  L .Watertown 

•Clark,  Carroll  J Watertown 

Crank,  Robert Watertown 

Desai,  Bhasker  J Watertown 

Fedt,  Donald  N Watertown 

Feeney,  Steven Estelline 

Gehring,  Stephen .Watertown 

Gerrish,  Catherine .Watertown 

Gerrish,  Edwin Watertown 

Hanson,  Bernie  H.  P .Watertown 


Pres,  M.  Venugopal,  MD 


Baltodano,  Neyton Arlington 

Bandiera,  Samuel  J Brookings 

Beecher,  Mary Madison 

Bruning,  Gary  L Flandreau 

Ditmore,  Harry  B ID 

•Friefeld,  Saul MN 


ABERDEEN 
DISTRICT  No.  1 

Vice  Pres,  Roy  Burt,  MD 


Heinemann,  Phyllis  E Aberdeen 

Heisinger,  Randolph  W.  ....Aberdeen 

Holkesvick,  Reid  E Aberdeen 

Hovland,  James  I Aberdeen 

Hsu,  Ven  C Aberdeen 

Huber,  Joel  B Redfield 

Janusz,  Albin  J Aberdeen 

Johnson,  Thomas  K. Aberdeen 

Kom,  Carlton  J Aberdeen 

Kosse,  Karl  H Aberdeen 

•Leon,  Paul  R Aberdeen 

Luzier,  Thomas  L Aberdeen 

McGee,  Robert  C Aberdeen 

•McIntosh,  George  F £ureka 

McKichan,  John  M Aberdeen 

Mendoza,  Enrique  F Aberdeen 

Mogen,  Mark  P Aberdeen 

Murphy,  Karla  K. Aberdeen 

Myrmoe,  Arlin  M Aberdeen 

Odiand,  Winston  B Aberdeen 

Ostrowski,  Susan  M Tlureka 

Patterson,  David  M Redfield 

Photos,  Basil Ipswich 

Ramig,  Susan  W. Aberdeen 

Redmond,  Warren  J Aberdeen 


WATERTOWN 
DISTRICT  No.  2 

Vice  Pres,  Edwin  Gerrish,  MD 


Horning,  James Watertown 

Hughes,  Howard  D Clear  Lake 

•Huppler,  E.  G MN 

Lamb,  Marlin Watertown 

Larson,  James  C Watertown 

Larson,  Paul Watertown 

Likness,  Clark  W.  Watertown 

Meyer,  Robert  J Watertown 

Nelson,  Parry  S Watertown 

Ostby,  Jason Watertown 

Peterson,  Kenneth Watertown 

Peterson,  Linda  H Watertown 

Piro,  David  F Watertown 

Rittmann,  John  E Watertown 


MADISON-BROOKINGS 
DISTRICT  No.  3 

Vice  Pres,  Robert  Rietz,  MD 


Halliday,  David  J Lake  Preston 

Hassan,  Adel  A.  F Madison 

Heilman,  Bernard  F Madison 

•Henry,  Robert  B Brookings 

Holm,  Richard  P Brookings 

Jacobs,  Tad  B Flandreau 


Sec/Treas,  John  Fritz,  MD 


•Rodine,  John  C Aberdeen 

•Sanders,  Mary  E Redfield 

•Scheffel,  Alvin  R Redfield 

Seaman,  David Aberdeen 

Seljeskog,  Edward  L MN 

Shinghal,  Kumud Aberdeen 

Shousha,  Alfred Britton 

Skelly,  Milton  E PA 

Sloan,  Terrence  W. Aberdeen 

Snyder,  Wayne  E Aberdeen 

Solf,  Frank  E MI 

Steele,  Granville  H Aberdeen 

Suurmeyer,  Robert  D Aberdeen 

•Sweeny,  William  T OR 

Tan,  Raymundo  T Aberdeen 

•Taylor,  William  R Aberdeen 

•Vogele,  Cleo  L Aberdeen 

Wachs,  David  M Aberdeen 

Welge,  Barry  G Aberdeen 

Werth,  Roger  W. Aberdeen 

Wischmeier,  Curt  A Aberdeen 

Zoellner,  Timothy Aberdeen 

•Zvejnieks,  Karlis FL 


Sec,  G.  E.  Tracy,  MD 


Rogotzke,  Kenneth Watertown 

Roseth,  Calvin Watertown 

•Rousseau,  Maurice  C Watertown 

Seeman,  Teri^ Watertown 

Steska,  Stephen Watertown 

Stransky,  John  J Watertown 

Suga,  Robert Watertown 

Thompson,  M.  George Watertown 

Thompson,  Marion  C Watertown 

Tracy,  Gerald  E Watertown 

Wegner,  Edward Watertown 

Wilde,  Kim Watertown 

Wrage,  Theodore  J.,  Jr Watertown 


Sec,  Richard  Sample,  MD 
•Lampert,  Arthur  A.,  Jr  ....Rapid  City 


Lushbough,  Bruce  C .Brookings 

McHardy,  Bryson  R Aurora 

•Otey,  Bedford  T Flandreau 

•Patt,  Walter AR 

•Peeke,  Alonzo  P .Volga 
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*Peik,  Donald  J Sioux  Falls 

•Plowman,  Elven  T Brookings 

Ramsay,  John  D Brookings 

•Reagan,  James  Garretson 

Rietz,  Robert  R Jirookings 

Roberts,  Charles  S.,  Jr Brookings 

Sample,  Richard  G Madison 


Pres,  Steven  Stout,  MD 


•Askwig,  Leroy  C AZ 

Boom  , Paul  J.,  Jr Pierre 

Chicoine,  Noel  D Pierre 

•Collins,  E.  Howard Gettysburg 

Cosand,  Marion  R Pierre 

Herrin,  Gerald  R Pierre 

Hoffsten,  Pbillip  E Pierre 


Pres, 


Adams,  Harold  P Huron 

Anderson,  James  A Huron 

Bell,  G.  Robert DeSmet 

Buchbolz,  Carole Huron 

Buchholz,  Curtis Huron 

Cavanaugh,  Dennis  J Huron 

Dean,  Roscoe  E.  ..Wessington  Springs 
Dean,  Thomas  M. Wessington  Springs 

DeGeest,  James  H Miller 

Gryte,  Clifford  F Huron 


Pres,  Jane  Gaetze,  MD 


Anderson,  Ronald  D Mitchell 

Baas,  Walter  P Mitchell 

Bentz,  Jerome  W. Platte 

Berry,  Jack  T Mitchell 

Berry,  Spencer Mitchell 

Bhat,  Dileep  S Mitchell 

Bieberly,  Frank  G.,  Jr...  Chamberlain 

Binder,  Clifford  F Chamberlain 

Birkenkamp,  Ray  T Mitchell 

Bolliger,  Eugene Chamberlain 

Brown,  Russell Mitchell 

Christensen,  Martin  J Mitchell 

Crandell,  Michael  P Kennebec 

Cruz,  David  F Corsica 

•Delaney,  Robert  J Mitchell 

Delaney,  Thomas  P Mitchell 

•Delaney,  William  A.,  Jr  Mitchell 

Dilger,  Joseph  T Mitchell 
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Saxena,  Satish  C Jtrookings 

•Scheller,  Donald  L Arlington 

Shaskey,  Robert  E Brookings 

•Tank,  Myron  C Brookings 

Tesch,  Ronold  R Brookings 

Thomas,  Melvin  W Brookings 

Turner,  Gerald  Madison 


PIERRE 
DISTRICT  No.  4 

Vice  Pres,  Noel  Chicoine,  MD 


Huber,  Thomas  J Pierre 

Jahraus,  R.  Curtis Pierre 

Lindbloom,  Buron  O Pierre 

Linn,  Bernard Pierre 

Pang,  Clarito  M Pierre 

Park,  Dai  H Pierre 

Spears,  Barbara  K, Pierre 


HURON 
DISTRICT  No.  5 

Vice  Pres,  Richard  Smith,  DO 


Hanson,  Jeffrey Huron 

Hanson,  William  O Huron 

•Hofer,  Emil  A Huron 

Hohm,  Paul  H Huron 

Hohm,  Robert  C Huron 

•Hohm,  Theodore  A Huron 

Huet,  William  G.  M Huron 

Kapur,  Hiroo  R Huron 

Kapur,  Ravi Huron 

Karlen,  Louis  W. DeSmet 


MITCHELL 
DISTRICT  No.  6 

Vice  Pres,  Robert  McWhirter,  MD 

Flohr,  Charles  E JVIitchell 

Gaede,  James  E JVIitchell 

Gaetze,  Jane  JVIitchell 

Gere,  Richard  G Alitchell 

Gillis,  Floyd  D.,  Jr  JVIitchell 

Haley,  Michael  D Mitchell 

Hockett,  Richard  D JVIitchell 

Hoffmann,  Jay  W JVIitchell 

Holland,  Lambert  W.  ....Chamberlain 

Honke,  Richard  W.,  II Parkston 

Howe,  Jerome  K. JVIitchell 

Jones,  John  B Chamberlain 

•Judge,  John  O JVIitchell 

Kocourek,  Bruce  W. Parkston 

Kramer,  Charles  G Lower  Brule 

Lorenzen,  Kim Mitchell 

Mabee,  Judson  O Mitchell 

•Mabee,  Oscar  J JVIitchell 


Venugopal,  Muthugounder  Brookings 


Wait,  Curtis  H Brookings 

Wake,  Richard  A Brookings 

Warren,  Merritt  G Brookings 

Wetzbarger,  Wayne Madison 


Sec,  Thomas  Huber,  MD 


Stout,  Stephen  Y. Pierre 

Swanson,  Charles  L. Pierre 

Tieszen,  Arden  J Pierre 

Werpy,  Mark  C Pierre 

•Werthmann,  Hubert  E Pierre 

Zakahi,  Raymond  J Pierre 


Sec,  Hiroo  Kapur,  MD 


Kurch,  Julie  Ann Duron 

•Lardinois,  Clifford  C.,  Sr Duron 

Monfore,  James  E Miller 

Nicholas,  George  A Huron 

Robbins,  John  K. Sioux  Falls 

Saylor,  Howard  L.,  Jr Huron 

Schroeder,  Stephan  D Miller 

Smith,  Richard  N Duron 

Stalheim,  Alan  J Huron 


Sec,  Dileep  Bhat,  MD 


Matters,  David  T Mitchell 

Matters,  Patricia  B Mitchell 

Margallo,  Lucio  N.,  II Mitchell 

McWhirter,  Robert  E Mitchell 

Monson,  Charles  D Parkston 

•Mueller,  Eric  H Tripp 

Olegario,  Filemon  E.,  Jr Mitchell 

•Porter,  Maynard Parkston 

Ramos,  Manuel  D Scotland 

Ruttle,  Paul 

•Skogmo,  Bernhoff  R Mitchell 

Sorrels,  William  F Mitchell 

•Tobin,  Leonard  W. Unknown 

VanErt,  Gaiy  P Chamberlain 

Visani,  Sandro Mitchell 

Vose,  James  L Mitchell 

Weatherill,  Donald  W. Mitchell 


SOUTH  DAKOTA 


SIOUX  FALLS 
DISTRICT  No.  7 


Pres,  Loren  Tschetter,  MD  Vice  Pres,  Daniel  Kennelly,  MD  Sec,  Robert  Raszkowski,  MD 

Treas,  Lloyd  Solberg,  MD 


Abu-Ghazaleh,  Samir  Z.  ..Sioux  Falls 


•Alcorn,  Floyd  A Sioux  Falls 

Allen,  Raymond Sioux  Falls 

Alvine,  Frank  G Sioux  Falls 

Amundson,  Loren  H Sioux  Falls 

Anderson,  Courtney,  W.  ...Sioux  Falls 

Anderson,  Edward  F Sioux  Falls 

Anderson,  Keith  A Sioux  Falls 

•Anderson,  Warren  R Sioux  Falls 

Angelos,  Theodore  A Canton 

•Arneson,  Wallace  A Sioux  Falls 

Aspaas,  Paul  K.,  Jr Sioux  Falls 

•Aspaas,  Paul  K.,  Sr Dell  Rapids 

Augspurger,  Ken  D Sioux  Falls 

Bahnson,  Berne  B Sioux  Falls 

Barker,  John  D Sioux  Falls 

Barnett,  George  L Sioux  Falls 

Bauer,  Barry  C Sioux  Falls 

Bauman,  Mary  Ann Sioux  Falls 

Bean,  David  W. .TX 

Belatti,  Richard  G Sioux  Falls 

Bell,  Douglas Sioux  Falls 

Benson,  Gail  M Sioux  Falls 

Bess,  Michael  A Sioux  Falls 

Bhatti,  Tajammul  H Sioux  Falls 

Billion,  John  J Sioux  Falls 

Billion,  Stephen  P Sioux  Falls 

•Billion,  Thomas  J.,  Jr  ....Sioux  Falls 

Bishop,  Donald Sioux  Falls 

Boade,  W.  Allan Sioux  Falls 

Braithwaite,  Thomas  M.  ..Sioux  Falls 

Brandenburg,  Verdayne  ...Sioux  Falls 

Brechtelsbauer,  David  A.  .Sioux  Falls 

•Breit,  Donald  H Sioux  Falls 

Brewer,  Marshall  L Sioux  Falls 

Brown,  Delbert  L Sioux  Falls 

Bruins,  George  S Sioux  Falls 

•Brzica,  Stephen  M Sioux  Falls 

Burgers,  James  W. Brandon 

Burke,  Michael Sioux  Falls 

Burkhart,  Thomas  J Sioux  Falls 

Burns,  Howard  W. Sioux  Falls 

•Burns,  Kendall  R Sioux  Falls 

Burrish,  Gene  F Sioux  Falls 

Carlson,  Walter  O Sioux  Falls 

Carpenter,  Paul  L Sioux  Falls 

Carrera,  Jose Sioux  Falls 

Carroll,  Nancy  L Sioux  Falls 

Cass,  Joseph  R Sioux  Falls 

Chalmers,  James  H Sioux  Falls 

Cho,  Dong  S Sioux  Falls 

•Church,  Bill Sioux  Falls 

Cink,  Thomas  M Sioux  Falls 

Clark,  Edward  T Sioux  Falls 
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•Cutshall,  Vincent  K AR 

Dahl,  Robert  K. Sioux  Falls 

Daw,  Edward  F Sioux  Falls 

Day,  Richard  P Sioux  Falls 

DeClark,  Robert  P Sioux  Falls 

•Devick,  John  S Sioux  Falls 

Devick,  Margaret  R Canton 

Dolan,  David Sioux  Falls 

•Donahoe,  John  W.  Sioux  Falls 

Drymalski,  Walter  G Sioux  Falls 

Dzintars,  Valdis  A Sioux  Falls 

Easton,  Jessie  K.  M Sioux  Falls 

Ecklund,  Scott  W. Sioux  Falls 

•Eirinberg,  Isadore  D Sioux  Falls 

Elkjer,  Neil  J Sioux  Falls 

Elson,  David  L Sioux  Falls 

English,  Gilbert  L Sioux  Falls 

•Ensberg,  Dorence  L Sioux  Falls 

Entwistle,  Frederick Sioux  Falls 

Epp,  Dennis  L Freeman 

Erickson,  David  K Dell  Rapids 

Erickson,  Kirsten Sioux  Falls 

Faithe,  Margaret Sioux  Falls 

Faithe,  Rose Sioux  Falls 

•Farrell,  Harry  W. Sioux  Falls 

Farritor,  Michael  E Sioux  Ealls 

Fenton,  Lawrence  J Sioux  Falls 

Ferrell,  Michael  R Sioux  Falls 

Fiegen,  Michael  M Sioux  Falls 

Finney,  Lawrence  W. Sioux  Falls 

•Fisk,  Robert  G Flandreau 

Flora,  George  C Sioux  Falls 

Foley,  Stephen  T Sioux  Falls 

Foss,  J.  Frank Sioux  Falls 

Freeman,  Jerome  W. Sioux  Falls 

Friess,  Richard  W. Sioux  Falls 

Frost,  Donald  M Sioux  Falls 

Fuller,  William  C Sioux  Falls 

Fumia,  Fred  D Sioux  Falls 

Gaeckle,  C.  Thomas Sioux  Falls 

Geise,  Douglas Sioux  Falls 

George,  Robert  J Sioux  Falls 

Giebink,  Robert  R Sioux  Falls 

Gold,  Donald  D.,  Jr OH 

Graham,  Donald  B Sioux  Falls 

Gray,  John  R Sioux  Falls 

Green,  Marc  A Sioux  Falls 

•Greenfield,  Duane  L Sioux  Falls 

•Gregg,  John  B Sioux  Falls 

Gross,  H.  Phil CA 

•Grove,  M.  Stuart Sioux  Falls 

Gunnarson,  Richard  E.  ...Sioux  Falls 

•Gutch,  Charley  F Sioux  Falls 

Gutnik,  Leonard  M Sioux  Falls 


Gutnik,  Steve  H Sioux  Falls 

Hagen,  Jeffrey  B Sioux  Falls 

Hall,  Barbara Sioux  Falls 

Halma,  Gary Sioux  Falls 

Han,  Allen Sioux  Falls 

Hardie,  Richard  D Sioux  Falls 

Harms,  Robert  W Sioux  Falls 

Harris,  Frederick  L Sioux  Falls 

Harris,  Mary  H Sioux  Falls 

Hartmann,  Alfred  E Sioux  Falls 

Hartzell,  Allan  J Sioux  Falls 

Heinemann,  Daniel  J Canton 

Heisler,  Jean  A MA 

Heisler,  Michael MA 

Held,  William  E Sioux  Falls 

Henrickson,  Lynn  A Sioux  Falls 

Henrickson,  Robert  G Sioux  Falls 

•Hermanson,  John  M Brandon 

Hill,  Laurie Sioux  Falls 

Hoffman,  Wendell  W.  Sioux  Falls 

Hogue,  Michael  E Sioux  Falls 

Hohm,  Byron  T Sioux  Falls 

Horner,  William  J Sioux  Falls 

Hosen,  Richard  S Sioux  Falls 

Hoskins,  John  H Sioux  Falls 

Hoversten,  David  L Sioux  Falls 

Hoxtell,  Eugene  O Sioux  Falls 

Humphreys,  Donald  W.  ...Sioux  Falls 

Hurley,  Brian  T Sioux  Falls 

Hurley,  Dominic Sioux  Falls 

Hurley,  Timothy  E Sioux  Falls 

Hussain,  Rifat Sioux  Falls 

Hyland,  Lowell  J Sioux  Falls 

Ingvoldstad,  James  P Sioux  Falls 

Janis,  John  B Sioux  Falls 

Jaqua,  Richard  A Sioux  Falls 

Javurek,  Anthony  J Sioux  Falls 

Johnson,  Dennis  L Sioux  Falls 

Johnson,  Jorge  H Sioux  Falls 

Johnson,  R.  C Sioux  Falls 

Jones,  James  A Sioux  Falls 

Jones,  Warren  L Sioux  Falls 

Justice,  Michael  W. Dell  Rapids 

Kalda,  Ellison  F.  H Sioux  Falls 

Kangley,  Daniel  J Sioux  Falls 

Kaufman,  Irvin  I Freeman 

Kemp,  Earl  D Sioux  Falls 

Kennelly,  Daniel  J Sioux  Falls 

•King,  Lyndon  M.,  Jr Sioux  Falls 

•Kittelson,  H.  Otis Sioux  Falls 

•Knowles,  Roy  C Sioux  Falls 

Knudson,  Donald  H Sioux  Falls 

Knutson,  Dennis  D Sioux  Falls 


•Kohimeyer,  Frederick  C.  Sioux  Falls 
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Koob,  K,  Gene Sioux  Falls 

Lakstigala,  Peters  E Sioux  Falls 

Lang,  Dunvard  M Sioux  Falls 

Lang,  Terry  A Sioux  Falls 

Lankhorst,  Barry  J Sioux  Falls 

Laput,  Aleksandra  M Sioux  Falls 

Larsen,  David Sioux  Fails 

Larsen,  Laura  J.  R Sioux  Falls 

Larson,  Leland  J Sioux  Falls 

Lee,  Si  Gaph Sioux  Falls 

Looby,  Thomas  L Sioux  Falls 

Mabee,  Lee  M Sioux  Falls 

MacRandall,  Daniel  G Sioux  Falls 

Madison,  Dean  L Sioux  Falls 

Magidson,  Melvin  A Sioux  Falls 

Magnuson,  Gregory  L Sioux  Falls 

■"Maresh,  Everett  R Sioux  Falls 

Mark,  Curtis  L Viborg 

Masterson,  Thomas  E Sioux  Falls 

McClaflin,  Richard Sioux  Falls 

McGrann,  James  R Sioux  Falls 

McGreevy,  Patrick  S Sioux  Falls 

McHale,  Michael Sioux  Falls 

McKercher,  Scott  W Sioux  Falls 

McManus,  Terence  B ..MN 

Meyer,  Vaughn  H Sioux  Falls 

Mikkelsen,  Beth Sioux  Falls 

Moench,  Jerry  L Sioux  Falls 

Mohler,  Charles  W. Sioux  Falls 

Morris,  Alan  D Sioux  Falls 

Munson,  David  P Sioux  Falls 

Murray,  Jeffrey  A Sioux  Falls 

Mutch,  Milton  G.,  Jr Sioux  Falls 

Naughton,  Gregory Sioux  Falls 

Neidich,  Gary  A Sioux  Falls 

Nelimark,  Robert  A Sioux  Falls 

Nelson,  Earl  G Viborg 

Nelson,  Richard  A Sioux  Falls 

Nelson,  Robert  E Sioux  Falls 

Nice,  Richard  F Sioux  Falls 

Nielsen,  James  L Dell  Rapids 

Nord,  Wesley  J Sioux  Falls 

Nordstrom,  Donald  G Sioux  Falls 

Oakland,  James  A Sioux  Falls 

O’Brien,  Charles  P Sioux  Falls 

O’Brien,  Peter  J Sioux  Falls 

Ochsner,  John  A Sioux  Falls 

Ofstein,  Lewis  C Sioux  Falls 

Ohrt,  David  W. Sioux  Falls 

Olson,  Jennifer  J Sioux  Falls 

Olson,  Michael  L Sioux  Falls 

Olson,  Steven  P Sioux  Falls 

•Opheim,  Warren  L Sioux  Falls 


Pres,  Julie  Stevens,  MD 


Aanning,  Harald  L Yankton 

Adams,  Curtis  M Yankton 

Beckman,  Marcia Yankton 


Opheim,  Warren  O.  V. .....Sioux  Falls 

Oppenheimer,  Mark Sioux  Falls 

Orr,  Russell  T Sioux  Falls 

Ortmeier,  Denny  G Sioux  Falls 

Owens,  Leycester,  Jr Sioux  Falls 

Owens,  Raymond Mitchell 

Parry,  Rodney  R Sioux  Falls 

*Pasek,  Edward  A Sioux  Falls 

Paul,  K-Lynn Sioux  Falls 

Payne,  Harlan  A Sioux  Falls 

Pederson,  Kim  A Sioux  Falls 

Pekas,  Michael  W. Sioux  Falls 

*Petereit,  Martin  F Sioux  Falls 

Peters,  Edward  H Sioux  Falls 

Peters,  Patricia  A Sioux  Falls 

Peterson,  Karl  G Sioux  Falls 

*Petres,  Anthony Salem 

Pitt-Hart,  Barry  T Sioux  Falls 

Plummer,  Richard  L Sioux  Falls 

Putnam,  Wesley  D Sioux  Falls 

Quale,  James  L CA 

Randall,  Bradley  B Sioux  Falls 

Raszkowski,  Robert  R Sioux  Falls 

Reed,  Richard  C Sioux  Falls 

Regier,  Eugene  R Canton 

Reinertsen,  Karen  J Sioux  Falls 

Reynolds,  James  R Sioux  Falls 

Richards,  George  A Sioux  Falls 

Ries,  Dennis  D Freeman 

Robinson,  Michael  Sioux  Falls 

Rodman,  Peter  K. Sioux  Falls 

Rolfsmeyer,  Eric  S Sioux  Falls 

Romanic,  Bruce  M Salem 

Rossing,  David  R Sioux  Falls 

Rossing,  William  O Sioux  Falls 

Rost,  Michael  C Sioux  Falls 

Ryan,  James  E Sioux  Falls 

Rydberg,  Mitchel  L Dell  Rapids 

Salem,  Anthony  G Sioux  Falls 

Sail,  John  C Sioux  Falls 

Salmela,  Steven  R Sioux  Falls 

Sanchez,  Gonzalo  M Sioux  Falls 

Sanderson,  Everett  W Sioux  Falls 

Schafer,  Larry  W. Sioux  Falls 

Schellpfeffer,  Donald Sioux  Falls 

Schroeder,  Greg Sioux  Falls 

Schultz,  Gregory  A Sioux  Falls 

Schultz,  Richard  D Sioux  Falls 

Schultz,  Thomas  A Sioux  Falls 

Seidel,  Robert  R Sioux  Fails 

Shreves,  Howard  B Sioux  Falls 

Simmons,  Jerry  L Sioux  Falls 

Sittncr,  Larry Sioux  Falls 


YANKTON 
DISTRICT  No.  8 

Vice  Pres,  Harald  Aanning,  MD 


•Brookman,  Bruce  T Wagner 

Bubak,  Gary  A Wagner 

Dendinger,  William  J Vermillion 


Slattery,  Mary  T Sioux  Falls 

*Smith,  George  W. Sioux  Falls 

Smith,  Michael  R Sioux  Falls 

Smith,  Robert Sioux  Falls 

Solberg,  Lloyd  E Sioux  Falls 

Soye,  Andrew  I Sioux  Falls 

^Stahmann,  Fred  S Sioux  Falls 

Stassen,  Michael  D Sioux  Falls 

SteidI,  Lester  J Sioux  Falls 

♦Steiner,  Peter  K. CA 

Stensland,  Vernon  H Sioux  Falls 

Stensrud,  Homer Sioux  Falls 

♦Stern,  Charles  A CA 

Stevens,  Dennis  C Sioux  Falls 

Stoltz,  C.  Roger Sioux  Falls 

Talley,  Robert  C Sioux  Falls 

Tam,  Guy  E Sioux  Falls 

Thomas,  David Sioux  Falls 

Tieszen,  Jerel  E Sioux  Falls 

Tobin,  Michael  D Sioux  Falls 

Travers,  Henry Sioux  Falls 

Tschetter,  Loren  K. Sioux  Falls 

Tschetter,  Richard  T Sioux  Falls 

Uken,  Patsy  A Sioux  Falls 

Urbatsch,  Susan  E Sioux  Falls 

VanDemark,  Robert,  Jr Sioux  Falls 

VanDemark,  Robert,  Sr Sioux  Falls 

VanderWoude,  John Sioux  Falls 

VanderWoude,  Larry  B.  ...Sioux  Falls 

♦Villa,  Jose  P Freeman 

Vogt,  H.  Bruce Sioux  Falls 

Volin,  Verlynne  V Sioux  Falls 

Wagner,  Loyd  R Sioux  Falls 

Waltner,  Lonnie  L Bridgewater 

Walton,  Jerry  L Sioux  Falls 

Watson,  William  V Sioux  Falls 

Watt,  Bruce  Sioux  Falls 

Wegner,  Karl  H Sioux  Falls 

Wellman,  Lawrence  R Sioux  Falls 

White,  Thomas  C Sioux  Falls 

Whittle,  Kevin  D Sioux  Falls 

Wiebe,  R.  Herbert Sioux  Falls 

Wierda,  Daryl  R Sioux  Falls 

Williams,  Buck  J Sioux  Falls 

Willman,  Brent Sioux  Falls 

Wilson,  Thomas  M Sioux  Falls 

Wingert,  Donald Sioux  Falls 

Wingert,  Marvin  E Garretson 

Wirtz,  Patricia  S Sioux  Falls 

Witzke,  David  J Sioux  Falls 

Wyatt,  George  W.  Sioux  Falls 

Wyatt,  Ronald  O Sioux  Falls 

Zawada,  Edward  T Sioux  Falls 


Sec,  James  Wiggs,  MD 


Farver,  Max Yankton 

Ferrell,  Robert  T Yankton 

Fletcher,  Harold  J Vermillion 
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Flom,  Jon  O Yankton 

Foley,  Robert  J Tyndall 

Frank,  John  J Yankton 

Gilmore,  Howard  T Yankton 

Gunderson,  Dale  E Yankton 

Halverson,  Kenneth Yankton 

Heck,  Louis  J Yankton 

Heinrichs,  Eberhard  H Vermillion 

Hoizwarth,  David  R Yankton 

Hubner,  Jay  W. Yankton 

Isburg,  Carroll  D Yankton 

Jameson,  G.  Malcolm Yankton 

Johnson,  Virginia  P .Vermillion 

Kalda,  Ellison  F Platte 

King,  Patrick  H .Yankton 

Liudahl,  Jeffrey .Yankton 

Lyso,  Melford  B .Yankton 

McVay,  Michael  R .Yankton 


Pres,  Dave  Johnson,  MD 


Ahrlin,  Lee Rapid  City 

*Ahrlin,  Hollis  L Rapid  City 

Akerson,  Robert  D Rapid  City 

Allen,  Bruce  H Rapid  City 

Allen,  Robert  G.,  Jr Rapid  City 

Altstiel,  Terry  L Fort  Meade 

Andersen,  Victoria Hot  Springs 

^Anderson,  A.  Byford Rapid  City 

Anderson,  Dale  R Rapid  City 

Anderson,  Wayne  J Deadwood 

Arnold,  George  H Rapid  City 

Ashbaugh,  James  H Deadwood 

Authier,  Noe Rapid  City 

*Bailey,  John  D Rapid  City 

Bailey,  Stephen  P Rapid  City 

Bareis,  Reuben  J Rapid  City 

Barlow,  John  F Rapid  City 

Bauman,  Randell  E Rapid  City 

BedingField,  John  R.,  Jr Rapid  City 

*Behrens,  Clayton  L Rapid  City 

Bell,  Barbara  L Rapid  City 

Belsaas,  Rebecca  L Rapid  City 

Bergeron,  Dale  A Rapid  City 

Berkebile,  Dale  E Rapid  City 

Birch,  Fredric Rapid  City 

Bloemendaal,  Robert  D Rapid  City 

Blonder,  Scott  L Rapid  City 

Bochna,  Gary  S Rapid  City 

Boddicker,  Marc  E Rapid  City 

♦Borgmeyer,  Henry  J Rapid  City 

•Boyce,  Raymond  A Rapid  City 

Boyer,  David  W. Rapid  City 

Brady,  Forrest  S Spearfish 

•Branch  Robert  F Rapid  City 

•Bray,  Robert  B Rapid  City 

Brown,  Michael  J Spearfish 


Messner,  Frank  D .Yankton 

Meyer,  Larry  A .Yankton 

Neubauer,  Jo  Marie .Yankton 

Neumayr,  Robert  J .Yankton 

Olson,  Thomas  H .Vermillion 

Pesce,  Ulises .Yankton 

Porter,  Richard  I .Yankton 

Potas,  David  G .Yankton 

•Price,  Ronald Armour 

Radack,  Morris  L .Yankton 

Ranney,  Brooks .Yankton 

Reaney,  Duane  B .Yankton 

Reding,  Arthur  P Marion 

Rhoades,  Marques  E .Yankton 

•Riesberg,  Elsa TX 

Salazar,  Genaro Vermillion 

Saloum,  Herbert  A Tyndall 

Saoi,  Nicasio  B Yankton 


BLACK  HILLS 
DISTRICT  No.  9 


Vice  Pres,  John  Barlow,  MD 


Burnap,  Donald  W.  Rapid  City 

Burnett,  Raymond  G Rapid  City 

Butz,  Gerald  W. Rapid  City 

Calhoon,  Stephen  L Rapid  City 

•Cameron,  Douglas  E Rapid  City 

Carlson,  Gary  L Rapid  City 

•Clark,  Bernard  S Spearfish 

•Cline,  James  A NC 

Cornford,  Raymond  C Rapid  City 

Cruse,  Joseph  R Rapid  City 

Davies,  Michael  L Fort  Meade 

Dewald,  Allan  L Rapid  City 

Drummond,  Ronald  G Rapid  City 

Durr,  Samuel  Rapid  City 

Dzintars,  Egon  F Rapid  City 

Dzintars,  Paul  F Rapid  City 

Ebbert,  Larry  P Rapid  City 

•Elston,  John  T Rapid  City 

Engelbrecht,  James  A Rapid  City 

Ferrell,  Robert  L Rapid  City 

Fetters,  Barbara  R Hot  Springs 

Finley,  Richard  C Rapid  City 

Finley,  Robert  Rapid  City 

Finley,  Victoria  Kosters Rapid  City 

Fisher,  Steven  E Custer 

Franz,  Daniel  Rapid  City 

Freimark,  Lyle  G Rapid  City 

Fromm,  Harold  E Rapid  City 

Frost,  Harold  L Rapid  City 

Gebhardt,  Daniel  J Spearfish 

•Gilbert,  Freeman  J.  ...Belle  Fourche 

Gill,  Timothy  J Rapid  City 

Giuseffi,  Steven  A Spearfish 

Golliher,  Warren  N Spearfish 

Goodhope,  Robert  C Fort  Meade 

Graff,  Randall  P Deadwood 


Sattler,  Theodore  H Yankton 

•Sebring,  Floyd  U CA 

Smith,  David  A Yankton 

Sprik,  Calvin Yankton 

Stanage,  Willis  F Yankton 

Stephenson,  Daryl  R Yankton 

Sternquist,  John  C Yankton 

Stevens,  Julie  C Yankton 

Thompson,  Robert  F Yankton 

Tidd,  John  T Yankton 

Tuan,  Chung  H Yankton 

Turner,  Charles  R Vermillion 

Vlach,  Charles  J .NE 

Wells,  John  M Yankton 

Wiggs,  James  W.  Yankton 

Willcockson,  John  R ,...  Yankton 

Willcockson,  Thomas  H Yankton 


Sec/Treas,  N.  R.  Whitney,  MD 


Groote,  Curtis  A Spearfish 

Gwinn,  Charles  B Hot  Springs 

Haas,  Stephen  N Rapid  City 

Hafner,  Daniel  J Rapid  City 

•Hamm,  Joseph  N Sturgis 

Hansen,  Craig  K. Rapid  City 

•Hare,  Helen  Jane Rapid  City 

Harris,  Russell  H Rapid  City 

Hart,  Charles  E Rapid  City 

Hata,  Steven  K. Rapid  City 

Haugan,  Haakon  O Rapid  City 

Hayes,  Craig  R Deadwood 

Hayes,  Robert  H Wall 

Heirigs,  Ralph  A Rapid  City 

Herbst,  John  W. Deadwood 

Hercules,  Costas Rapid  City 

Herlihy,  John  J Rapid  City 

•Hermann,  Harland  T.  Sr.Rapid  City 

Hermann  H.  Thomas,  Jr Sturgis 

Hewitt,  John  M Rapid  City 

Hicks,  Terry Ellsworth  AFB 

Honke,  Sandra  J Rapid  City 

Howard,  William  J Rapid  City 

Huot,  Samuel  W.  Rapid  City 

Iverson,  Gregory  J Rapid  City 

Jackson,  James  W. Rapid  City 

Jacobson,  Theodore  R.  ...  Hot  Springs 

James,  Edward  H Rapid  City 

Janss,  Gerti  J Rapid  City 

Janss,  William  B Rapid  City 

Jarmuskewicz,  James  R.  ...Rapid  City 

Jenter,  George  W. Sturgis 

Jentes,  Paul  K. Fort  Meade 

Jerde,  O.  Myron Fort  Meade 

Johnson,  Dave  R Rapid  City 

Johnson,  Robert  K.  Rapid  City 
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♦Jones,  William  E Sturgis 

•Kelley,  Donald  H Deadwood 

Kelts,  K,  Alan Rapid  City 

Klar,  Werner Fort  Meade 

Knecht,  John  F Custer 

Knutson,  Roger  S Rapid  City 

•Koren,  Paul  H Rapid  City 

Kovarik,  Joseph  A Rapid  City 

Kovarik,  Richard  A Rapid  City 

Kovarik,  Stephen  M Rapid  City 

Kovarik,  Wenzel,  J Rapid  City 

Krafka,  Thomas  L Rapid  City 

Kullhom,  James  B Rapid  City 

Kunz,  James  A Rapid  City 

Kwan,  Francis  P Rapid  City 

•Lampert,  Arthur  A Rapid  City 

Landgraf,  Charles  W. NE 

Lauer,  David  A Sturgis 

Lewis,  Charles  A Sturgis 

Liedtke,  Curtis  J Sturgis 

Loos,  Charles  M Rapid  City 

Lord,  Charles  J Rapid  City 

Mangulis,  George  J Philip 

Maningas,  Peter Rapid  City 

Manlove,  Stephen Rapid  City 

Massa,  Lawrence  L Sturgis 

Mathews,  Michael  J Rapid  City 

Mattson,  William  J Rapid  City 

McGuigan,  Patrick  M Rapid  City 

•Merryman,  Murlin  P Rapid  City 

Millea,  Roger  P Rapid  City 

Minton,  Timothy  P Rapid  City 


Pres,  Mary  Carpenter,  MD 


Berg,  Tony  L .Winner 

Carpenter,  Mary  S Winner 

Malm,  John  A Gregory 

Moncholi,  Rosa MA 


Pres,  Ben  Henderson,  DO 

Boyd,  Rock  F Gettysburg 

Collins,  James  D Mohridge 

Head,  Stephen Mohridge 

Henderson,  Ben  J Mohridge 

Hewitt,  Gregory  Belle  Fourche 


Pres,  K.  Vanadurongvan,  MD 


Bell,  Eldon  E Egypt 

Bjordahl,  Kevin  L Webster 

Bloom,  Alan Webster 

Chaska,  Benjamin  W Webster 

Coyle,  Michael Milbank 


• Indicates  Honorary  Member 


Mortimer,  Sam  L Rapid  City 

•Munson,  H.  Benjamin Rapid  City 

Nesbit  Dennis Rapid  City 

Neu,  Norman  D Rapid  City 

Nixon,  Robert  B Rapid  City 

Nord,  Allen  E Rapid  City 

O’Brien,  Kristin Rapid  City 

O’Dell,  Ruth  M Deadwood 

Oliver,  Donald  E Rapid  City 

O’Sullivan,  John Belle  Fourche 

•Owen,  Gordon  S Rapid  City 

Palmerton,  Ernest  S Rapid  City 

Parker,  Jeffrey  C Spearfish 

•Perry,  William  J Rapid  City 

Pucelik,  James  S Deadwood 

Purdy,  Drew  A Rapid  City 

Quinn,  Robert  H Rapid  City 

•Reinoehl,  Warren  L Custer 

Renka,  Richard  P Rapid  City 

Roberts,  Bob  H Spearfish 

Rosario,  Elmo  J Rapid  City 

Rud,  James  A Rapid  City 

•Ruud,  Edward  T Rapid  City 

Sabow,  John  D Rapid  City 

Sandvik,  David  E Rapid  City 

Sanmartin,  Jorge  E Rapid  City 

Schad,  C.  S Rapid  City 

Schurrer,  Michael Rapid  City 

Sejvar,  Joseph  P Rapid  City 

Shining,  H.  Streeter Rapid  City 

Slama,  David  D Rapid  City 

Slingsby,  J.  Geoffrey Rapid  City 


ROSEBUD 
DISTRICT  No.  10 


Nemer,  Raymond  G Gregory 

Salamanca,  Jose Martin 

Schramm,  Melanie Burke 

Stiehl,  Robert  L Winner 


NORTHWEST 
DISTRICT  No.  11 

Vice  Pres,  J.  D.  Collins,  MD 


Knowles-Smith,  Peter J4D 

Linde,  Leonard  M Mohridge 

•Nolan,  Bernard  P Mohridge 

Ottenbacher,  John Selby 

Peterson,  Jeffrey  L Mohridge 


WHETSTONE  VALLEY 
DISTRICT  No.  12 


•Janavs,  Visvaldis TL 

•Johnson,  Edward  A Milbank 

Kass,  Joseph Rosholt 

Nelson,  Lawrence  F Webster 

Oey,  David  L.  T Sisseton 


•Slingsby,  John  B Rapid  City 

•Stewart,  Richard  E Sturgis 

Strand,  Ray  D Rapid  City 

Sutliff,  Willis  C Rapid  City 

Swisher,  Lowell  P Kadoka 

Tackett,  Daniel  M Rapid  City 

Taylor,  Benjamin Ellsworth  AFB 

Theissen,  Hubert  H Rapid  City 

Tracer,  Charles  L Rapid  City 

Traub,  Douglas Rapid  City 

Trinidad,  Reuben  B Deadwood 

Tschetter,  William  R Rapid  City 

VanEtten,  Donald  D Rapid  City 

Vogele,  Kenneth  A Rapid  City 

Vosler,  Steven  T Spearfish 

Waltman,  Steven  E Rapid  City 

Weitzenkamp,  Larry  A Rapid  City 

Welsh,  Gary  L Rapid  City 

Welty,  Edith  R Rapid  City 

Welty,  Thomas  K. Rapid  City 

Wessel,  Alvin  E Rapid  City 

•Westaby,  Robert  S Rapid  City 

•Whitney,  Nathaniel  R Rapid  City 

Wicks,  Dennis  R Custer 

•Williams,  Francis  R AZ 

Wingert,  Robert  I Rapid  City 

Wright,  Paul  L Rapid  City 

•Yackley,  James  V Rapid  City 

Yamada,  Andrew  R Rapid  City 

•Zanka,  Jaroslav  A Rapid  City 

Zielike,  Carol  M Rapid  City 


Sec/Treas,  John  Malm,  MD 


Sweet,  Edwin  P Burke 

Tobin,  Gregg Winner 

Vogelgesang,  Lloyd Gregory 


Sec,  L.  M.  Linde,  MD 


Rowe,  Lynn  B Mohridge 

Weiland,  Paul  J. Mohridge 

Wunder,  James  F Mohridge 

Yecha,  David  J Hoven 


Sec,  Kevin  Bjordahl,  MD 


Staub,  David  W. Sisseton 

Vanadurongvan,  Kanya Milbank 

Vanadurongvan,  Vichit  Milbank 
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South  Dakota  State  Medical  Association  Roster  - 1989 
Membership  — Alphabetical  Listing 


Aanning,  Harald  L Yankton 

Abu-Ghazaleh,  Samir  Z.  ..Sioux  Falls 

Adams,  Curtis  M Yankton 

Adams,  Harold  P Huron 

Ahrlin,  Lee, Rapid  City 

♦Ahrlin,  Hollis  L Rapid  City 

Akerson,  Robert  D Rapid  City 

Albano,  Paterno  C Aberdeen 

♦Alcorn,  Floyd  A Sioux  Falls 

Allen,  Bruce  H Rapid  City 

Allen,  Raymond  H Sioux  Falls 

Allen,  Robert  G.,  Jr Rapid  City 

♦Allen,  Stanley  W.,  Jr Watertown 

Altman,  Stanley  B Aberdeen 

Altstiel,  Terry  L Fort  Meade 

Alvine,  Frank  G Sioux  Falls 

Amundson,  Loren  H Sioux  Falls 

Andersen,  Victoria Hot  Springs 

♦Anderson,  A.  Byford Rapid  City 

Anderson,  Courtney Sioux  Falls 

Anderson,  Dale  R Rapid  City 

Anderson,  Edward  F Sioux  Falls 

Anderson,  Esther  E Aberdeen 

Anderson,  James  A Huron 

Anderson,  Keith  A Sioux  Falls 

Anderson,  Ronald Mitchell 

♦Anderson,  Warren  R Sioux  Falls 

Anderson,  Wayne  J Deadwood 

Angelos,  Theodore  A Canton 

Argabrite,  John  W. .Watertown 

♦Arneson,  Wallace  A Sioux  Falls 

Arnold,  George  H Rapid  City 

Ashbaugh,  James  H Deadwood 

♦Askwig,  Leroy  C AZ 

Aspaas,  Paul  K.,  Jr Sioux  Falls 

♦Aspaas,  Paul  K.,  Sr Dell  Rapids 

Augspurger,  Ken  D Sioux  Falls 

Authier,  Noe Rapid  City 

Baas,  Walter  P Mitchell 

Bachmayer,  Jay  D Aberdeen 

Bahnson,  Berne  B Sioux  Falls 

♦Bailey,  John  D Rapid  City 

Bailey,  Stephen  P Rapid  City 

Baltodano,  Neyton Arlington 

Bandiera,  Samuel  J Brookings 

Bareis,  Reuben  J Rapid  City 

Barker,  John  D.,  Jr Sioux  Falls 

Barlow,  John  F Rapid  City 

Barnett,  Geoi^e  L Sioux  Falls 

Bartron,  G.  Robert .Watertown 

♦Bartron,  Harry  J.,  Jr Watertown 

Bauer,  Barry  C Sioux  Falls 

Bauman,  Mary  Ann Sioux  Falls 

Bauman,  Randell  E Rapid  City 

Bean,  David  W .TX 

Beckman,  Marcia Yankton 


BedingHeld,  John  R.,  Jr. Rapid  City 

Beecher,  Mary Madison 

♦Behrens,  Clayton  L Rapid  City 

Belatti,  Richard  G Sioux  Falls 

Bell,  Barbara  L Rapid  City 

Bell,  Douglas Sioux  Falls 

Bell,  Eldon  E E)gypt 

Bell,  G.  Robert DeSmet 

Belsaas,  Rebecca  L Rapid  City 

Benson,  Gail  M Sioux  Falls 

Bentz,  Jerome  W Platte 

Berg,  Sterling Redfield 

Berg,  Tony  L .Winner 

Bergeron,  Dale  A Rapid  City 

Berkebile,  Dale  E Rapid  City 

Berry,  Jack  T Mitchell 

Berry,  Spencer Mitchell 

Berry,  Scott  H Aberdeen 

Bess,  Michael  A Sioux  Falls 

Bhat,  Dileep  S Mitchell 

Bhatti,  Tajammul  H Sioux  Falls 

Bieberly,  Frank  G.,  Jr...  Chamberlain 

Billion,  John  J Sioux  Falls 

Billion,  Stephen  P Sioux  Falls 

♦Billion,  Thomas  J.,  Jr Sioux  Falls 

Binder,  Clifford  F Chamberlain 

Birch,  Fredric Rapid  City 

Birkenkamp,  Ray  T Mitchell 

Bishop,  Donald Sioux  Falls 

Bjordahl,  Kevin  L Webster 

Bloemendaal,  Robert  D Rapid  City 

Blonder,  Scott  L Rapid  City 

Bloom,  Alan Webster 

Boade,  W.  Allan Sioux  Falls 

Bochna,  Gary  S Rapid  City 

Boddicker,  Marc  E Rapid  City 

Bolliger,  Eugene Chamberlain 

Boom  , Paul  J.,  Jr Pierre 

♦Borgmeyer,  Henry  J Rapid  City 

Bormes,  William  A Aberdeen 

♦Boyce,  Raymond  A Rapid  City 

Boyd,  Rock  F Gettysburg 

Boyer,  David  W Rapid  City 

Brady,  Forrest  S Spearfish 

Braithwaite,  Thomas  M.  ..Sioux  Falls 

♦Branch,  Robert  F Rapid  City 

Brandenburg,  Verdayne  ..Sioux  Falls 

♦Bray,  Robert  B Rapid  City 

Brechtelsbauer,  David  A.  .Sioux  Falls 

♦Breit,  Donald  H Sioux  Falls 

Brewer,  Marshall  L Sioux  Falls 

Broadhurst,  Kennon  E Aberdeen 

♦Brookman,  Bruce  T Wagner 

Brown,  Delbert  L Sioux  Falls 

Brown,  Michael  J Spearfish 

Brown,  Russell  T Mitchell 

Bruins,  George  S Sioux  Falls 


Bruning,  Gary  L Flandreau 

♦Brzica,  Stephen  M Sioux  Falls 

Bubak,  Gary  A Wagner 

Buchholz,  Carole Huron 

Buchholz,  Curtis Huron 

Bunker,  Thomas  G Aberdeen 

Burgers,  James  W Brandon 

Burke,  Michael Sioux  Falls 

Burkhart,  Thomas  J Sioux  Falls 

Burnap,  Donald  W.  Rapid  City 

Burnett,  Raymond  G Rapid  City 

Burns,  Howard  W. Sioux  Falls 

♦Burns,  Kendall  R Sioux  Falls 

Burrish,  Gene  F Sioux  Falls 

Burt,  Roy  G Aberdeen 

Butz,  Gerald  W. Rapid  City 

Calhoon,  Stephen  L Rapid  City 

♦Cameron,  Douglas  E Rapid  City 

Carlson,  Gary  L Rapid  City 

Carlson,  Walter  O Sioux  Falls 

Carpenter,  Mary  S Winner 

Carpenter,  Paul  L Sioux  Falls 

Carrera,  Jose Sioux  Falls 

Carroll,  Nancy  L Sioux  Falls 

Carter,  Peter  B Aberdeen 

Carter,  Roger  L Watertown 

Cass,  Joseph  R Sioux  Falls 

Cavanaugh,  Dennis  J Huron 

Chalmers,  James  H Sioux  Falls 

Chang,  Joe  P Aberdeen 

Chaska,  Benjamin  W. Webster 

Chavier,  Juan  R Aberdeen 

Chicoine,  Noel  D Pierre 

Cho,  Dong  S Sioux  Falls 

Christensen,  Martin  J Mitchell 

♦Church,  Bill Sioux  Falls 

Cink,  Thomas  M Sioux  Falls 

♦Clark,  Bernard  S Spearfish 

♦Clark,  Carroll  J .Watertown 

Clark,  Edward  T Sioux  Falls 

♦Cline,  James  A NC 

♦Collins,  E.  Howard Gettysburg 

Collins,  James  D Mobridge 

Cornford,  Raymond  C Rapid  City 

Cosand,  Marion  R Pierre 

Coyle,  Michael Milbank 

Crandell,  Michael  P Kennebec 

Crank,  Robert  N Watertown 

Cruse,  Joseph  R Rapid  City 

Cruz,  David  F Corsica 

♦Cutshall,  Vincent  K AR 

Dahl,  Robert  K Sioux  Falls 

Davies,  Michael  L Fort  Meade 

Daw,  Edward  F Sioux  Falls 

Day,  Richard  P Sioux  Falls 
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Dean,  Roscoe  E.  ..Wessington  Springs 
Dean,  Thomas  .....Wessington  Springs 


DeClark,  Robert  P Sioux  Falls 

DeGeest,  James  H Miller 

*Delaney,  Robert  J Mitchell 

Delaney,  Thomas  P Mitchell 

*Delaney,  William,  Jr Mitchell 

Dendinger,  William  J Vermillion 

Desai,  Bhasker  J .Watertown 

♦Devick,  John  S Sioux  Falls 

Devick,  Margaret  R Canton 

Dewald,  Allan  L Rapid  City 

Diehl,  George Britton 

Dilger,  Joseph  T Mitchell 

Ditmore,  Harry  B ID 

Dolan,  David Sioux  Falls 

*Donahoe,  John  W.  Sioux  Falls 

Donnellan,  William Sioux  Falls 

Drummond,  Ronald  G Rapid  City 

Drymalski,  Walter  G Sioux  Falls 

D’Souza,  Edward  P Aberdeen 

Durr,  Samuel  Rapid  City 

Dzintars,  Egon  F Rapid  City 

Dzintars,  Paul  F Rapid  City 

Dzintars,  Valdis  A Sioux  Falls 

Easton,  Jessie  K.  M Sioux  Falls 

Ebbert,  Larry  P Rapid  City 

Ecklund,  Scott  W. Sioux  Falls 

Eckrich,  Jerome  A.,  Jr Aberdeen 

•Eirinberg,  Isadore  D Sioux  Falls 

Elkjer,  Neil  J Sioux  Falls 

Ellerbusch,  David  A Aberdeen 

Elson,  David  L Sioux  Falls 

"'Elston,  John  T Rapid  City 

Engelbrecht,  James  A Rapid  City 

English,  Gilbert  L Sioux  Falls 

*Ensberg,  Dorence  L Sioux  Falls 

Entwistle,  Frederick Sioux  Falls 

Epp,  Dennis  L Freeman 

Erickson,  David  K Dell  Rapids 

Erickson,  Kirsten Sioux  Falls 

Fahrenwald,  Myron  E Aberdeen 

Faithe,  Margaret Sioux  Falls 

Faithe,  Rose Sioux  Falls 

"■Farrell,  Harry  W. Sioux  Falls 

Farritor,  Michael  E Sioux  Falls 

Farver,  Max Yankton 

Fedt,  Donald  N Watertown 

Feeney,  Steven  P Estelline 

Fenton,  Lawrence  J Sioux  Falls 

Ferrell,  Michael  R Sioux  Falls 

Ferrell,  Robert  L Rapid  City 

Ferrell,  Robert  T Yankton 

Fetters,  Barbara  R Hot  Springs 

Fiegen,  Michael  M Sioux  Falls 

Finley,  Richard  C Rapid  City 

Finley,  Robert  Rapid  City 

Finley,  Victoria  Rosters Rapid  City 

Finney,  Lawrence  W. Sioux  Falls 

Fisher,  Steven  E Custer 


♦Fisk,  Robert  G Flandreau 

Fletcher,  Harold  J Vermillion 

Flohr,  Charles  E Mitchell 

Flom,  Jon  O Yankton 

Flora,  George  C Sioux  Falls 

Foley,  Robert  J Tyndall 

Foley,  Stephen  T Sioux  Falls 

Foss,  J.  Frank Sioux  Falls 

Frank,  John  J Yankton 

Franz,  Daniel  Rapid  City 

Freeman,  Jerome  W. Sioux  Falls 

Freimark,  Lyle  G Rapid  City 

"■Friefeld,  Saul MN 

Friess,  Richard  W. Sioux  Falls 

Fritz,  John  R Aberdeen 

Fromm,  Harold  E Rapid  City 

Frost,  Donald  M Sioux  Falls 

Frost,  Harold  L Rapid  City 

Fuller,  William  C Sioux  Falls 

Fumia,  Fred  D Sioux  Falls 

Gaeckle,  C.  Thomas Sioux  Falls 

Gaede,  James  E Mitchell 

Gaetze,  Jane Mitchell 

Gebhardt,  Daniel  J Spearfish 

Gehring,  Stephen  H Watertown 

Geise,  Douglas Sioux  Falls 

George,  Robert  J Sioux  Falls 

Gerber,  Bernard  C Aberdeen 

Gerber,  Jean  L Aberdeen 

Gere,  Richard  G Mitchell 

Gerrish,  Catherine  C .Watertown 

Gerrish,  Edwin  S .Watertown 

Giebink,  Robert  R Sioux  Falls 

"■Gilbert,  Freeman  J Belle  Fourche 

Gill,  Timothy  J Rapid  City 

Gillis,  Floyd  D.,  Jr Mitchell 

Gilmore,  Howard  T Yankton 

Giridhar,  Sanjeevi Aberdeen 

Giuseffi,  Steven  A Spearfish 

Gold,  Donald  D.,Jr OH 

Golliher,  Warren  N Spearfish 

Goodhope,  Robert  C Fort  Meade 

Graff,  Randall  P Deadwood 

Graham,  Donald  B Sioux  Falls 

Gray,  John  R Sioux  Falls 

Green,  Marc  A Sioux  Falls 

"■Greenfield,  Duane  L Sioux  Falls 

■^Gregg,  John  B Sioux  Falls 

Groote,  Curtis  A Spearfish 

Gross,  H.  Phil CA 

■"Grove,  M.  Stuart Sioux  Falls 

Gryte,  Clifford  F Huron 

Gunderson,  Dale  E Yankton 

Gunnarson,  Richard  E.  ...Sioux  Falls 

"■Gutch,  Charley  F Sioux  Falls 

Gutnik,  Leonard  M Sioux  Falls 

Gutnik,  Steve  H Sioux  Falls 

Gwinn,  Charles  B Hot  Springs 

Haas,  Stephen  N Rapid  City 

Hafner,  Daniel  J Rapid  City 


Hagen,  Jeffrey  B Sioux  Falls 

Haley,  Michael  D Mitchell 

Hall,  Barbara Sioux  Falls 

Halliday,  David  J Lake  Preston 

Halma,  Gary Sioux  Falls 

Halverson,  Kenneth Yankton 

Hamm,  Joseph  N Sturgis 

Han,  Allen Sioux  Falls 

Hansen,  Craig  K. Rapid  City 

Hanson,  Bernie  H.P .Watertown 

Hanson,  Jeffrey  W. Huron 

Hanson,  William  O Huron 

Hardie,  Richard  D Sioux  Falls 

■"Hare,  Helen  Jane Rapid  City 

Harlow,  Mark  C Aberdeen 

Harms,  Robert  W. Sioux  Falls 

Harris,  Frederick  L Sioux  Falls 

Harris,  Mary  H Sioux  Falls 

Harris,  Russell  H Rapid  City 

Hart,  Charles  E Rapid  City 

Hart,  Harvey  J Aberdeen 

Hartmann,  Alfred  E Sioux  Falls 

Hartzell,  Allan  J Sioux  Falls 

Hassan,  Adel  A.F Madison 

Hata,  Steven  K. Rapid  City 

Haugan,  Haakon  O Rapid  City 

Hayes,  Craig  R Deadwood 

Hayes,  Robert  H .Wall 

Head,  Stephen Mobridge 

Heck,  Louis  J Yankton 

Heilman,  Bernard  F Madison 

Heinemann,  Daniel  J Canton 

Heinemann,  Phyllis  E Aberdeen 

Heinrichs,  Eberhard  H Vermillion 

Heirigs,  Ralph  A Rapid  City 

Heisinger,  Randolph  W Aberdeen 

Heisler,  Jean  A MA 

Heisler,  Michael MA 

Held,  William  E Sioux  Falls 

Henderson,  Ben  J Mohridge 

Henrickson,  Lynn  A Sioux  Falls 

Henrickson,  Robert  G Sioux  Falls 

"■Henry,  Robert  B Brookings 

Herbst,  John  W. Deadwood 

Hercules,  Costas Rapid  City 

Herlihy,  John  J Rapid  City 

"■Hermann,  Harland  T.,  SrRapid  City 

Hermann,  H.  Thomas,  Jr Sturgis 

"■Hermanson,  John  M Brandon 

Herrin,  Gerald  R Pierre 

Hewitt,  Gregory Belle  Fourche 

Hewitt,  John  M Rapid  City 

Hicks,  Terry Ellsworth  AFB 

Hill,  Laurie Sioux  Falls 

Hockett,  Richard  D Mitchell 

"■Hofer,  Emil  A Huron 

Hoffman,  Wendell  W.  ......Sioux  Falls 

Hoffmann,  Jay  W. Mitchell 

Hoffsten,  Phillip  E Pierre 

Hogue,  Michael  E Sioux  Falls 

Hohm,  Byron  T Sioux  Falls 

Hohm,  Paul  H Huron 
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Hohm,  Robert  C Huron 

•Hohm,  Theodore  A Huron 

Holkesvick,  Reid  E Aberdeen 

Holland,  Lambert  W..... Chamberlain 

Holm,  Richard  P Brookings 

Holzwarth,  David  R Yankton 

Honke,  Richard  W.,  H Parkston 

Honke,  Sandra  J Rapid  City 

Horner,  William  J Sioux  Falls 

Horning,  James  R Watertown 

Hosen,  Richard  S Sioux  Falls 

Hoskins,  John  H Sioux  Falls 

Hoversten,  David  L Sioux  Falls 

Hovland,  James  I Aberdeen 

Howard,  William  J Rapid  City 

Howe,  Jerome  K. Mitchell 

Hoxtell,  Eugene  O Sioux  Falls 

Hsu,  Yen  C Aberdeen 

Huber,  Joel  B Redfield 

Huber,  Thomas  J Pierre 

Hubner,  Jay  W. Yankton 

Huet,  William  G.M Huron 

Hughes,  Howard  D Clear  Lake 

Humphreys,  Donald  W..... Sioux  Falls 

Huot,  Samuel  W.  Rapid  City 

*Huppler,  Edward  G MN 

Hurley,  Brian  T Sioux  Falls 

Hurley,  Dominic Sioux  Falls 

Hurley,  Timothy  E Sioux  Falls 

Hussain,  Rifat Sioux  Falls 

Hyland,  Lowell  J Sioux  Falls 

Ingvoldstad,  James  P Sioux  Falls 

Isburg,  Carroll  D Yankton 

Iverson,  Gregory  J Rapid  City 

Jackson,  James  W Rapid  City 

Jacobs,  Tad  B Flandreau 

Jacobson,  Theodore  R Hot  Springs 

Jahraus,  R.  Curtis Pierre 

James,  Edward  H Rapid  City 

Jameson,  G.  Malcolm Yankton 

*Janavs,  Visvaldis FL 

Janis,  John  B Sioux  Falls 

Janss,  Gerti  J Rapid  City 

Janss,  William  B Rapid  City 

Janusz,  Albin  J Aberdeen 

Jaqua,  Richard  A Sioux  Falls 

Jarmuskewicz,  James  R.  ...Rapid  City 

Javurek,  Anthony  J Sioux  Falls 

Jenter,  George  W. Sturgis 

Jentes,  Paul  K Fort  Meade 

Jerde,  O.  Myron Fort  Meade 

Johnson,  Dave  R Rapid  City 

Johnson,  Dennis  L Sioux  Falls 

•Johnson,  Edward  A Milbank 

Johnson,  Jorge  H Sioux  Falls 

Johnson,  R.C Sioux  Falls 

Johnson,  Robert  K.  Rapid  City 

Johnson,  Thomas  K. Aberdeen 

Johnson,  Virginia  P Vermillion 

Jones,  James  A Sioux  Falls 
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Jones,  John  B Chamberlain 

Jones,  Warren  L Sioux  Falls 

•Jones,  William  E Sturgis 

•Judge,  John  O Mitchell 

Justice,  Michael  W Dell  Rapids 

Kalda,  Ellison  F Platte 

Kalda,  Ellison  F.,  II Sioux  Falls 

Kangley,  Daniel  J Sioux  Falls 

Kapur,  Hiroo  R Huron 

Kapur,  Ravi Huron 

Karlen,  Louis  W.  DeSmet 

Kass,  Joseph Rosholt 

Kaufman,  Irvin  I Freeman 

•Kelley,  Donald  H Deadwood 

Kelts,  K,  Alan Rapid  City 

Kemp,  Earl  D Sioux  Falls 

Kennelly,  Daniel  J Sioux  Falls 

•King,  Lyndon  M.,  Jr Sioux  Falls 

King,  Patrick  H Yankton 

•Kittelson,  H.  Otis  ............Sioux  Falls 

Klar,  Werner Fort  Meade 

Knecht,  John  F Custer 

•Knowles,  Roy  C Sioux  Falls 

Knowles-Smith,  Peter ND 

Knudson,  Donald  H Sioux  Falls 

Knutson,  Dennis  D Sioux  Falls 

Knutson,  Roger  S Rapid  City 

Kocourek,  Bruce  W. Parkston 

•Kohlmeyer,  Frederick  C.  Sioux  Falls 

Kom,  Carlton  J Aberdeen 

Koob,  K.  Gene Sioux  Falls 

•Koren,  Paul  H Rapid  City 

Kosse,  Karl  H Aberdeen 

Kovarik,  Joseph  A Rapid  City 

Kovarik,  Richard  A Rapid  City 

Kovarik,  Stephen  M Rapid  City 

Kovarik,  Wenzel  J Rapid  City 

Krafka,  Thomas  L Rapid  City 

Kramer,  Charles  G Lower  Brule 

Kullbom,  James  B Rapid  City 

Kunz,  James  A Rapid  City 

Kurch,  Julie  Ann Huron 

Kwan,  Francis  P Rapid  City 

Lakstigala,  Peters  E Sioux  Falls 

Lamb,  Marlin  R .Watertown 

•Lamport,  Arthur  A.,  Jr  ....Rapid  City 
•Lamport,  Arthur  A.,  Sr.... Rapid  City 

Landgraf,  Charles  W NE 

Lang,  Durward  M Sioux  Falls 

Lang,  Terry  A Sioux  Falls 

Lankhorst,  Barry  J Sioux  Falls 

Laput,  Aleksandra  M Sioux  Falls 

•Lardinois,  Clifford  C.,  Sr Huron 

Larsen,  David Sioux  Falls 

Larsen,  Laura  J.R Sioux  Falls 

Larson,  James  C Watertown 

Larson,  Leland  J Sioux  Falls 

Larson,  Paul  M .Watertown 

Lauer,  David  A Sturgis 

Lee,  Si  Gaph Sioux  Falls 


•Leon,  Paul  R Aberdeen 

Lewis,  Charles  A Sturgis 

Liedtke,  Curtis  J Sturgis 

Likness,  Clark  W Watertown 

Lindbloom,  Buron  O Pierre 

Linde,  Leonard  M Mobridge 

Linn,  Bernard  Pierre 

Liudahl,  Jeffrey Yankton 

Looby,  Thomas  L Sioux  Falls 

Loos,  Charles  M Rapid  City 

Lord,  Charles  J Rapid  City 

Lorenzen,  Kim Mitchell 

Lushbough,  Bruce  C Brookings 

Luzier,  Thomas  L Aberdeen 

Lyso,  Melford  B Yankton 

Mabee,  Judson  O Mitchell 

Mabee,  Lee  M Sioux  Falls 

•Mabee,  Oscar  J Mitchell 

MacRandall,  Daniel  G Sioux  Falls 

Madison,  Dean  L Sioux  Falls 

Magidson,  Melvin  A Sioux  Falls 

Magnuson,  Gregory  L Sioux  Falls 

Malm,  John  A Gregory 

Malters,  David  T Mitchell 

Malters,  Patricia  B Mitchell 

Mangulis,  George  J Philip 

Maningas,  Peter Rapid  City 

Manlove,  Stephen Rapid  City 

•Maresh,  Everett  R Sioux  Falls 

Margallo,  Lucio  N.,  II Mitchell 

Mark,  Curtis  L Viborg 

Massa,  Lawrence  L Sturgis 

Masterson,  Thomas  E Sioux  Falls 

Mathews,  Michael  J Rapid  City 

Mattson,  William  J Rapid  City 

McClaflin,  Richard Sioux  Falls 

McGee,  Robert  C Aberdeen 

McGrann,  James  R Sioux  Falls 

McGreevy,  Patrick  S Sioux  Falls 

McGuigan,  Patrick  M Rapid  City 

McHale,  Michael Sioux  Falls 

McHardy,  Bryson  R. Aurora 

•McIntosh,  George  F Eureka 

McKercher,  Scott  W. Sioux  Falls 

McKichan,  John  M Aberdeen 

McManus,  Terence  B MN 

McVay,  Michael  R Yankton 

McWhirter,  Robert  E Mitchell 

Mendoza,  Enrique  F Aberdeen 

•Merryman,  Murlin  P Rapid  City 

Messner,  Frank  D Yankton 

Meyer,  Larry  A Yankton 

Meyer,  Robert  J Watertown 

Meyer,  Vaughn  H Sioux  Falls 

Mikkelsen,  Beth Sioux  Falls 

Millea,  Roger  P Rapid  City 

Minton,  Timothy  P Rapid  City 

Moench,  Jerry  L Sioux  Falls 

Mogen,  Mark  P Aberdeen 

Mohler,  Charles  W. Sioux  Falls 

Moncholi,  Rosa  MA 
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Monfore,  James  E Miller 

Monson,  Charles  D Parkston 

Morris,  Alan  D Sioux  Falls 

Mortimer,  Sam  L Rapid  City 

•Mueller,  Eric  H Tripp 

Munson,  David  P Sioux  Falls 

•Munson,  H.  Benjamin Rapid  City 

Murphy,  Karla  K. Aberdeen 

Murray,  Jeffrey  A Sioux  Falls 

Mutch,  Milton  G.,  Jr Sioux  Falls 

Myrmoe,  Arlin  M Aberdeen 

Naughton,  Gregory Sioux  Falls 

Neidich,  Gary  A Sioux  Falls 

Nelimark,  Robert  A Sioux  Falls 

Nelson,  Earl  G Viboi^ 

Nelson,  Lawrence  F Webster 

Nelson,  Parry  S .Watertown 

Nelson,  Richard  A Sioux  Falls 

Nelson,  Robert  E Sioux  Falls 

Nemer,  Raymond  G Gregory 

Nesbit,  Dennis Rapid  City 

Neu,  Norman  D Rapid  City 

Neubauer,  Jo  Marie Yankton 

Neumayr,  Robert  J Yankton 

Nice,  Richard  F Sioux  Falls 

Nicholas,  George  A Huron 

Nielsen,  James  L Dell  Rapids 

Nixon,  Robert  B Rapid  City 

•Nolan,  Bernard  P Mobridge 

Nord,  Allen  E Rapid  City 

Nord,  Wesley  J Sioux  Falls 

Nordstrom,  Donald  G Sioux  Fails 

Oakland,  James  A Sioux  Falls 

O’Brien,  Charles  P Sioux  Falls 

O’Brien,  Kristin Rapid  City 

O’Brien,  Peter  J Sioux  Falls 

Ochsner,  John  A Sioux  Falls 

O’Dell,  Ruth  M Deadwood 

Odland,  Winston  B Aberdeen 

Oey,  David  L.T Sisseton 

Ofstein,  Lewis  C Sioux  Falls 

Ohrt,  David  W Sioux  Falls 

Olegario,  Filemon  E.,  Jr Mitchell 

Oliver,  Donald  E Rapid  City 

Olson,  Jennifer  J Sioux  Falls 

Olson,  Michael  L Sioux  Falls 

Olson,  Steven  P Sioux  Falls 

Olson,  Thomas  H Vermillion 

•Opheim,  Warren  L Sioux  Falls 

Opheim,  Warren  O.V Sioux  Falls 

Oppenheimer,  Mark Sioux  Falls 

Orr,  Russell  T Sioux  Falls 

Ortmeier,  Denny  G Sioux  Falls 

Ostby,  Jason  R Watertown 

Ostrowski,  Susan  M Eureka 

O’Sullivan,  John Belle  Fourche 

•Otey,  Bedford  T Flandreau 

Ottenbacher,  John Selby 

•Owen,  Gordon  S Rapid  City 

Owens,  Leycester,  Jr Sioux  Falls 


Owens,  Raymond  J Mitchell 

Palmerton,  Ernest  S Rapid  City 

Pang,  Clarito  M Pierre 

Park,  Dai  H Pierre 

Parker,  Jeffrey  C Spearfish 

Parry,  Rodney  R Sioux  Falls 

•Pasek,  Edward  A Sioux  Falls 

•Patt,  Walter AR 

Patterson,  David  M RedHeld 

Paul,  K-Lynn Sioux  Falls 

Payne,  Harlan  A Sioux  Falls 

Pederson,  Kim  A Sioux  Falls 

•Peeke,  Alonzo  P Volga 

•Peik,  Donald  J Sioux  Falls 

Pekas,  Michael  W. Sioux  Falls 

•Perry,  William  J Rapid  City 

Pesce,  Ulises Yankton 

•Petereit,  Martin  F Sioux  Falls 

Peters,  Edward  H Sioux  Falls 

Peters,  Patricia  A Sioux  Falls 

Peterson,  Jeffrey  L Mobridge 

Peterson,  Karl  G Sioux  Falls 

Peterson,  Kenneth  B .Watertown 

Peterson,  Linda  R .Watertown 

•Petres,  Anthony Salem 

Photo,  Basil Ipswich 

Piro,  David  F .Watertown 

Pitt-Hart,  Barry  T Sioux  Falls 

•Plowman,  Elven  T Brookings 

Plummer,  Richard  L Sioux  Falls 

•Porter,  Maynard Parkston 

Porter,  Richard  I Yankton 

Potas,  David  G Yankton 

•Price,  Ronald Armour 

Pucelik,  James  S Deadwood 

Purdy,  Drew  A Rapid  City 

Putnam,  Wesley  D Sioux  Falls 

Quale,  James  L CA 

Quinn,  Robert  H Rapid  City 

Radack,  Morris  L Yankton 

Ramig,  Susan  W. Aberdeen 

Ramos,  Manuel  D Scotland 

Ramsay,  John  D Brookings 

Randall,  Bradley  B Sioux  Falls 

Ranney,  Brooks Yankton 

Raszkowski,  Robert  R Sioux  Falls 

•Reagan,  James  L Garretson 

Reaney,  Duane  B Yankton 

Reding,  Arthur  P .Marion 

Redmond,  Warren  J Aberdeen 

Reed,  Richard  C Sioux  Falls 

Regier,  Eugene  R Canton 

Reinertsen,  Karen  J Sioux  Falls 

•Reinoehl,  Warren  L Custer 

Renka,  Richard  P Rapid  City 

Reynolds,  James  R Sioux  Falls 

Rhoades,  Marques  E Yankton 

Richards,  George  A Sioux  Falls 

Ries,  Dennis  D Freeman 


•Riesberg,  Elsa .TX 

Rietz,  Robert  R Brookings 

Rittmann,  John  E .Watertown 

Robbins,  John  K Sioux  Falls 

Roberts,  Bob  H Spearfish 

Roberts,  Charles  S.,  Jr Brookings 

Robinson,  Michael Sioux  Falls 

•Rodine,  John  C Aberdeen 

Rodman,  Peter  K, Sioux  Falls 

Rogotzke,  Kenneth  H .Watertown 

Rolfsmeyer,  Eric  S Sioux  Falls 

Romanic,  Bruce  M Salem 

Rosario,  Elmo  J Rapid  City 

Roseth,  Calvin .Watertown 

Rossing,  David  R Sioux  Falls 

Rossing,  William  O Sioux  Falls 

Rost,  Michael  C Sioux  Falls 

•Rousseau,  Maurice  C .Watertown 

Rowe,  Lynn  B Mobridge 

Rud,  James  A Rapid  City 

Ruttle,  Paul 

•Ruud,  Edward  T Rapid  City 

Ryan,  James  E Sioux  Falls 

Rydberg,  Mitchel  L Dell  Rapids 

Sabow,  John  D Rapid  City 

Salamanca,  Jose  Martin 

Salazar,  Genaro Vermillion 

Salem,  Anthony  G Sioux  Falls 

Sail,  John  C Sioux  Falls 

Salmela,  Steven  R Sioux  Falls 

Saloum,  Herbert  A Tyndall 

Sample,  Richard  G Madison 

Sanchez,  Gonzalo  M Sioux  Falls 

•Sanders,  Mary  E Redfield 

Sanderson,  Everett  W. Sioux  Falls 

Sandvik,  David  E Rapid  City 

Sanmartin,  Jorge  E Rapid  City 

Saoi,  Nicasio  B Yankton 

Sattler,  Theodore  H Yankton 

Saxena,  Satish  C Brookings 

Saylor,  Howard  L.,  Jr Huron 

Schabauer,  Ernest  A Mitchell 

Schad,  C.S Rapid  City 

Schafer,  Larry  W. Sioux  Falls 

•Scheffel,  Alvin  R Redfield 

•Scheller,  Donald  L Arlington 

SchellpfefYer,  Donald Sioux  Falls 

Schramm,  Melanie Burke 

Schroeder,  Greg Sioux  Falls 

Schroeder,  Stephan  D Miller 

Schultz,  Gregory  A Sioux  Falls 

Schultz,  Richard  D Sioux  Falls 

Schultz,  Thomas  A Sioux  Falls 

Schurrer,  Michael Rapid  City 

Seaman,  David Aberdeen 

•Sebring,  Floyd  U CA 

Seeman,  Terry .Watertown 

Seidel,  Robert  R Sioux  Falls 

Sejvar,  Joseph  P Rapid  City 

Seljeskog,  Edward  L MN 

Shaskey,  Robert  E Brookings 
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Shinghal,  Kumud Aberdeen 

Shining,  H.  Streeter Rapid  City 

Shousha,  Alfred Britton 

Shreves,  Howard  B Sioux  Falls 

Simmons,  Jerry  L Sioux  Falls 

Sittner,  Larry Sioux  Falls 

Skelly,  Milton  E PA 

•Skogmo,  Bernhoff  R Mitchell 

Slama,  David  D Rapid  City 

Slattery,  Mary  T Sioux  Falls 

Slingsby,  J.  Geoffrey Rapid  City 

*Slingsby,  John  B Rapid  City 

Sloan,  Terrence  W. Aberdeen 

Smith,  David  A Yankton 

♦Smith,  George  W. Sioux  Falls 

Smith,  Michael  R Sioux  Falls 

Smith,  Richard  N Huron 

Smith,  Robert Sioux  Falls 

Snyder,  Wayne  E Aberdeen 

Solberg,  Lloyd  E Sioux  Falls 

Solf,  Frank  E MI 

Sorrels,  William  F Mitchell 

Soye,  Andrew  I Sioux  Falls 

Spears,  Barbara  K. Pierre 

Sprik,  Calvin Yankton 

♦Stahmann,  Fred  S Sioux  Falls 

Stalheim,  Alan  J Huron 

Stanage,  Willis  F Yankton 

Stassen,  Michael  D Sioux  Falls 

Staub,  David  W. Sisseton 

Steele,  Granville  H Aberdeen 

SteidI,  Lester  J Sioux  Falls 

•Steiner,  Peter  K CA 

Stensland,  Vernon  H Sioux  Falls 

Stensrud,  Homer  J Sioux  Falls 

Stephenson,  Daryl  R Yankton 

•Stern,  Charles  A CA 

Sternquist,  John  C Yankton 

Steska,  Stephen Watertown 

Stevens,  Dennis  C Sioux  Falls 

Stevens,  Julie  C Yankton 

•Stewart,  Richard  E Sturgis 

Stiehl,  Robert  L Winner 

Stoltz,  C.  Roger Sioux  Falls 

Stout,  Stephen  Y Pierre 

Strand,  Ray  D Rapid  City 

Stransky,  John  J Watertown 

Suga,  Robert  C Watertown 

Sutliff,  Willis  C Rapid  City 

Suurmeyer,  Robert  D Aberdeen 

Swanson,  Charles  L Pierre 

•Sweeny,  William  T OR 

Sweet,  Edwin  P Burke 

Swisher,  Lowell  P Kadoka 

Tackett,  Daniel  M Rapid  City 

Talley,  Robert  C Sioux  Falls 

Tam,  Guy  E Sioux  Falls 

Tan,  Raymundo  T Aberdeen 

•Tank,  Myron  C Brookings 

Taylor,  Benjamin Ellsworth  AFB 

•Taylor,  William  R Aberdeen 
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Tesch,  Ronold  R Brookings 

Theissen,  Hubert  H Rapid  City 

Thomas,  David Sioux  Falls 

Thomas,  Melvin  W Brookings 

Thompson,  M.  George  Watertown 

Thompson,  Marion  C Watertown 

Thompson,  Robert  F Yankton 

Tidd,  John  T Yankton 

Tieszen,  Arden  J Pierre 

Tieszen,  Jerel  E Sioux  Falls 

Tobin,  Gregg  M Winner 

•Tobin,  Leonard  W Unknown 

Tobin,  Michael  D Sioux  Falls 

Tracer,  Charles  L Rapid  City 

Tracy,  Gerald  E Watertown 

Traub,  Douglas Rapid  City 

Travers,  Henry Sioux  Falls 

Trinidad,  Reuben  B Deadwood 

Tschetter,  Loren  K. Sioux  Falls 

Tschetter,  Richard  T Sioux  Falls 

Tschetter,  William  R Rapid  City 

Tuan,  Chung  H Yankton 

Turner,  Charles  R Vermillion 

Turner,  Gerald Madison 

Uken,  Patsy  A Sioux  Falls 

Urbatsch,  Susan  E Sioux  Falls 

Vanadurongvan,  Kanya Milbank 

Vanadurongvan,  Vichit Milbank 

VanDemark,  Robert,  Jr.... Sioux  Falls 
VanDemark,  Robert,  Sr....Sioux  Falls 

VanderWoude,  John Sioux  Falls 

VanderWoude,  Larry  B Sioux  Falls 

VanErt,  Gary  P Chamberlain 

VanEtten,  Donald  D Rapid  City 

Venugopal,  Muthugounder  Brookings 

•Villa,  Jose  P Freeman 

Visani,  Sandro Mitchell 

Vlach,  Charles  J NE 

•Vogele,  Cleo  L Aberdeen 

Vogele,  Kenneth  A Rapid  City 

Vogelgesang,  Lloyd  C Gregory 

Vogt,  H.  Bruce Sioux  Falls 

Volin,  Verlynne  V Sioux  Falls 

Vose,  James  L Mitchell 

Vosler,  Steven  T Spearfish 

Wachs,  David  M Aberdeen 

Wagner,  Loyd  R Sioux  Falls 

Wait,  Curtis  H Brookings 

Wake,  Richard  A Brookings 

Waltman,  Steven  E Rapid  City 

Waltner,  Lonnie  L Bridgewater 

Walton,  Jerry  L Sioux  Falls 

Warren,  Merritt  G Brookings 

Watson,  William  V Sioux  Falls 

Watt,  Bruce  Sioux  Falls 

Weatherill,  Donald  W. Mitchell 

Wegner,  Edward  L Watertown 

Wegner,  Karl  H Sioux  Falls 

Weiland,  Paul  J Mobridge 


Weitzenkamp,  Larry  A Rapid  City 


Welge,  Barry  G Aberdeen 

Wellman,  Lawrence  R Sioux  Falls 

Wells,  John  M Yankton 

Welsh,  Gary  L Rapid  City 

Welty,  Edith  R Rapid  City 

Welty,  Thomas  K. Rapid  City 

Werpy,  Mark  C Pierre 

Werth,  Roger  W Aberdeen 

•Werthmann,  Hubert  E Pierre 

Wessel,  Alvin  E Rapid  City 

•Westaby,  Robert  S Rapid  City 

Wetzbarger,  Wayne Madison 

White,  Thomas  C Sioux  Falls 

•Whitney,  Nathaniel  R Rapid  City 

Whittle,  Kevin  D Sioux  Falls 

Wicks,  Dennis  R Custer 

Wiebe,  R.  Herbert  Sioux  Falls 

Wierda,  Daryl  R Sioux  Falls 

Wiggs,  James  W. Yankton 

Wilde,  Kim  L .Watertown 

Willcockson,  John  R Yankton 

Willcockson,  Thomas  H Yankton 

Williams,  Buck  J Sioux  Falls 

•Williams,  Francis  R AZ 

Willman,  Brent Sioux  Falls 

Wilson,  Thomas  M Sioux  Falls 

Wingert,  Donald Sioux  Falls 

Wingert,  Marvin  E Garretson 

Wingert,  Robert  I Rapid  City 

Wirtz,  Patricia  S Sioux  Falls 

Wischmeier,  Curt  A Aberdeen 

Witzke,  David  J Sioux  Falls 

Wrage,  Theodore  J.,  Jr Watertown 

Wright,  Paul  L Rapid  City 

Wunder,  James  F Mobridge 

Wyatt,  George  W Sioux  Falls 

Wyatt,  Ronald  O Sioux  Falls 

•Yackley,  James  V Rapid  City 

Yamada,  Andrew  R Rapid  City 

Yecba,  David  J Hoven 

Zakabi,  Raymond  J Pierre 

•Zanka,  Jaroslav  A Rapid  City 

Zawada,  Edward  T Sioux  Falls 

Zielike,  Carol  M Rapid  City 

Zoellner,  Timothy Aberdeen 

•Zvejnieks,  Karlis FL 


•Indicates  Honorary  Member 
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ASSOCIATE  MEMBERS 
(MEDICAL  SCHOOL  STUDENTS,  RESIDENTS) 


+ Andersen,  Mark  D.,  MD lA 

Barrett,  Kathryn  A Rapid  City 

+ Bennett,  Jeanne,  MD..... Sioux  Falls 

#Blue,  Daniel  W.,  MD Sioux  Falls 

+ Bormes,  Jerome,  MD MO 

+ Brady,  John  W.,  MD DC 

+ Bray,  Kevin  B.,  MD .WI 

Bruns,  Thomas  B Sioux  Falls 

+ Cecil,  Daniel  P.,  MD MN 

+ Culey,  Shawn,  MD .WI 

#DeHaan,  Douglas,  MD... Sioux  Falls 

+ Devine,  Kurt,  MD Sioux  Falls 

+ Doohen,  Mark,  MD Sioux  Falls 

+ Dwyer,  David  A.,  MD .TX 

+ Eccarius,  Scott  G.,  MD MO 

+ Eckrich,  Paul  C.,  MD IL 

Eidness,  LuAnn Sioux  Falls 

#Famestad,  Gary Sioux  Falls 

+ Frazer,  Paul  D.,  MD Sioux  Falls 

+ Germscheid,  Lisa,  MD.. Sioux  Falls 
+ Germscheid,  Peter,  MD  Sioux  Falls 


+ Goertz,  Elizabeth  J.,  MD MN 

#Griffin,  Douglas,  MD.....Sioux  Falls 


+ Heiling,  Karen,  MD Sioux  Falls 

+ Hicks,  Daniel,  MD Sioux  Falls 


+ - Resident 
# - Private  Practice 
@ - Fellow 


+ Hicks,  Paula  A.,  MD ..Sioux  Falls 

+ Hof,  Jem  J.,  MD MO 

+ Hottman,  Jeffrey  J.,  MD NE 

+ Hovland,  Michael,  MD MI 

+ Jensen,  Richard,  MD  .....Sioux  Falls 

+ Johnson,  Mark  W.,  MD TX 

+ Johnson,  Peter,  MD VA 

+ Jung,  Sheliah,  MD WI 

+ Kellen,  David,  MD Sioux  Falls 

Labesky,  James .Vermillion 

+ Leyba,  Christine,  MD CA 

#Lindbloom,  Brent,  DO Pierre 

#Luebke,  Marlys,  MD Corsica 

+ Luechtefeld,  Nancy,  MDSloux  Falls 

+ Lushbough,  Kathryn,  MD MN 

+ Mahoney,  Thomas  L.,  MD ..........  WI 

+ Matters,  Joseph  M.,  MD ...........  MO 

#Mills,  K.  Alan,  MD. .Yankton 

Myhre,  Kevin  A .Yankton 

+ Neish,  Steven  R.,  MD TX 

+ Neustrom,  Mark,  DO. Sioux  Falls 

Olson,  James .Vermillion 

+ Peshek,  Ramona,  MD  ....Sioux  Falls 

#Peterson,  Randy,  MD MN 

+ Piquette,  Craig  A.,  MD MO 


+ Rand,  Scott,  MD FL 

Reiffenberger,  Dan Sioux  Falls 

Reiners,  Michael Sioux  Falls 

+ Renner,  L.  Mark,  MD ...  Sioux  Falls 

+ Rodig,  Mark,  MD Sioux  Falls 

+ Schmidt,  Sophie,  MD Sioux  Falls 

#Shafer,  Charles,  MD Sioux  Falls 

#Shives,  Aaron  B.,  MD Watertown 

+ Skidmore,  Ernest,  MD MO 

Smith,  William  J Vermillion 

#Sperle,  Gregory  J.,  MD . Sioux  Falls 

Staber,  Lisa Vermillion 

+Teslow,  Timothy,  MD ....  Sioux  Falls 

+Tieszen,  Myles  E. , MD MI 

+VanVeldhuizen,  Pete,  MD KS 

+Vopat,  Steven  B.,  MD KS 

+ Watson,  Mary  E.,  MD...  Sioux  Falls 

Webb,  James Vermillion 

Weissinger,  Mark  G Garretson 

©Williams,  John  M.,  MD CO 

Wunder,  Daniel  J Yankton 


South  Dakota  Society  Of 

Pathologists 


Officers  for  1988-89 

Bradley  B.  Randall,  MD,  President 

Roy  G.  Burt,  MD,  Vice  President 

Jerry  L.  Simmons,  MD,  Secretary-Treasurer 
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SOUTH  DAKOTA 


Auxiliary  News 


Karen  Pekas,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


One  of  the  highlights  of  the  AMA-AMAA  Annual 
Meetings  in  Chicago  was  the  invitation  to  all  state 
auxiliary  presidents  to  attend  the  opening  ceremonies 
of  the  AMA  House  of  Delegates  meeting.  Many  of  us 
hurried  from  the  Drake  Hotel  to  the  Hilton  Hotel  to  be 
seated  in  a special  section  reserved  just  for  us.  The  band 
playing  John  Phillip  Sousa’s  "Stars  and  Stripes  Forever", 
and  the  colorful  display  of  state  flags  were  reminders  of 
all  things  good  in  the  USA! 

Many  Distinguished  Service  Awards  were  presented 
to  physicians  for  service  to  the  profession  and  the  com- 
munities in  which  they  lived.  Betty  Ford  and  Jerry 
Lewis  received  awards  for  their  work  as  laymen  work- 
ing for  the  betterment  of  all  through  their  work  in 
substance  abuse  prevention  and  the  Muscular 
Dystrophy  Association.  It  was  upbeat  and  positive,  and 
we  were  greatly  impressed. 

Next  on  the  program  was  an  address  by  the  new 
Secretary  of  Health  and  Human  Services,  Dr.  Louis  Sul- 
livan. Everyone  was  respectful,  stood,  and  welcomed 
him  warmly.  He  began  to  speak  and  the  first  words  out 
of  his  mouth  were,  "Dr.  Welby  is  dead!"  He  continued 
by  saying  that  medicine  as  practiced  by  Dr.  Welby  is  a 
thing  of  the  past,  and  furthermore,  more  changes  were 
on  the  way. 

Dr.  Sullivan’s  remarks  made  me  angry  and  sad.  All 
over  my  state  of  South  Dakota  there  were  many  Dr. 
Welbys  working  long  and  hard,  providing  state  of  the 


art  medical  care  for  their  patients.  Any  changes  that 
have  happened  have  been  thrust  upon  those  Dr.  Wel- 
bys from  outside  the  caregiver’s  realm.  Any  changes 
Dr.  Welby  had  to  endure  happened  at  the  hands  of  the 
government  in  the  name  of  saving  money  not  in  im- 
proved care  for  his  patients. 

We  returned  to  the  Drake  Hotel  for  the  opening  of 
the  AMA  Auxiliary  House  of  Delegates  meeting.  Our 
National  Legislation  chairman  greeted  us  with  a call 
from  the  AMA  to  bombard  our  congressmen  and 
senators  as  well  as  Dr.  Sullivan  and  President  Bush  with 
phone  calls  protesting  the  proposed  rationing  of  health 
care  under  the  guise  of  EXPENDITURE  TARGETS. 
These  ET’s,  as  we  soon  started  calling  them,  are  a cyni- 
cal and  dangerous  method  to  balance  the  budget  on  the 
backs  of  our  senior  citizens  and  the  disabled.  It  betrays 
the  very  promise  of  the  Medicare  program—  guaranteed 
access  to  vital  health  care  services.  Setting  a national 
yearly  target  for  spending  on  vital  health  care  services 
can  only  lead  to  rationing.  Rationing  of  health  care  is  a 
wholly  unacceptable  burden  to  slap  on  the  nation’s 
elderly  and  disabled.  They  deserve  far  better  from  con- 
gress and  the  Bush  administration  which  support 
expenditure  targets  (ET’s). 

On  Tuesday,  June  20,  the  AMA  Auxiliary  House  of 
Delegates  flew  into  action.  The  phones  were  literally 
burning  as  we  called  our  congressmen  to  say  NO  to 
ET’s!  When  the  dust  had  settled  and  talleys  totaled,  we 
had  made  over  800  calls  to  Washington.  Did  we  do  any 
good?  We  will  have  to  wait  and  see,  but  one  thing  is  cer- 
tain. Working  as  one  unified  force  or  a TEAM  was 
more  effective  than  working  alone.  TEAM  had  come 
to  mean  "Together  Everyone  Achieves  More"!  We  in 
the  auxiliary  want  to  be  a part  of  the  TEAM  working 
closely  with  all  of  you. 

I recently  read  the  book  by  Robert  Fulghum,  "All  I 
Really  Need  To  Know  I Learned  In  Kindergarten".  In 
it  he  lists  the  creed  by  which  he  lives.  One  of  the  things 
he  learned  in  kindergarten  was,  "When  you  go  out  into 
the  world,  watch  out  for  traffic,  hold  hands  and  stick 
together."  This  is  what  I believe  we  can  and  must  do. 
Be  aware  of  the  issues,  support  one  another  and  be 
heard  as  one  unified  voice  addressing  the  issues  con- 
cerning quality  health  care  for  your  family  and  for  mine! 

# 
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Future  Meetings 


September 

Seventh  Annual  Occupational  Health  & Safety  Institute,  U.  of 

Minn.,  Minneapolis,  MN,  Sept.  5-15.  AMA  Category  I credit 
avail.  Contact:  Jeanne  Ayers,  Midwest  Ctr.  for 
Occupational  Hlth.  & Safety,  640  Jackson  St.,  St.  Paul,  MN 
55101.  Phone:  (612)  221-3992. 

* * * 

Women  in  Transition,  Earle  Brown  Ctr.,  U.  of  Minn.,  St.  Paul, 
MN,  Sept.  22.  Fee:  $85.  6 1/2  hrs.  AMA  Catetory  I credit. 
Contact  Bonnie  Young,  Off.  of  CME,  St.  Paul-Ramsey  Med. 
Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612) 
221-3992. 

« « « 

The  14th  Annual  South  Dakota  Pennatal  Association 
Conference,  "South  Dakota  1889-1989 Steppinginto  the  Second 
Centuiy",  Ramkota  Inn,  Sioux  Falls,  SD,  Sept.  28-29.  CME 
credit  avail.  Contact:  Debbie  Meyer,  SDPA,  1100  S.  Euclid, 
Sioux  Fails,  SD  57105.  Phone:  (605)  333-7155. 

« 4c  * 

Chemical  Exposures:  Emetgency  Response  and  Management, 

St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul,  MN,  Sept.  29.  Fee:  $95. 
7 hrs.  AMA  Category  I credit.  Contact:  Bonnie  Young,  Off. 
CME,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul, 
MN  55101.  Phone:  (612)  221-3992. 

October 

The  Atvdous  Patient:  Anxiety  Disorders  in  Primaiy  Care, 

Holiday  Inn  East,  St.  Paul,  MN,  Oct.  13.  Fee:  $60.  5.75  hrs. 
AMA  Category  I credit.  Contact:  Bonnie  Young,  Off.  of 
CME,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul, 
MN  55101.  Phone:  (612)  221-3992. 

4:  « 4: 

Medical  Oncology:  A Comprehensive  Review,  Clark  Clinic 
Aud.,  U.  of  TX,  Houston,  TX,  Oct.  15-18.  Contact:  Richard 
Pazdur,  MD,  Box  78,  1515  Holcombe  Blvd.,  Houston,  TX 
77030.  Phone:  (713)  792-2828. 

4!  4!  4! 

Twenty  Third  Annual  Orthopaedic  and  Trauma  Seminar, 

Radisson  Plaza  Hotel,  Minneapolis,  MN,  Oct.  16-19.  AMA 
Category  I credit  avail.  Contact:  Eugenia  Kassar,  CME, 
Hennepin  County  Med.  Ctr.,  701  Park  Ave.,  #4220, 
Minneapolis,  MN  55415.  Phone:  (612)  347-2075. 

4:  4:  4! 

25th  Annual  Medicine  and  Religion  Symposium,  Allis  Plaza 
Hotel,  Kansas  City,  MO,  Oct.  17-18.  AMA  Category  I credit 
avail.  Contact:  Bernice  Jackson,  U.  of  Kans.  Med.  Ctr.,  Off. 
of  Cont.  Educ.,  Rainbow  & Olathe  Blvds.,  Kansas  City,  KS 
66103.  Phone:  (913)  588-4490. 

4:  4:  4c 

Fifth  Ramsey  Trauma  Conference,  St.  Paul-Ramsey  Med. 
Ctr.,  St.  Paul,  MN,  Oct.  19-21.  16  hrs.  AMA  Category  I 


credit.  Contact:  Bonnie  Young,  CME,  St.  Paul-Ramsey  Med. 
Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Hione:  (612) 
221-3992. 

November 

Third  Annual  Kansas  City  Lipid  Club  Symposium,  Alameda 
Plaza  Hotel,  Kansas  City,  MO,  Nov.  1.  AMA  Category  I 
credit  avail.  Contact:  Bernice  Jackson,  U.  of  Kans.  Med. 
Ctr.,  Off.  of  Cont.  Educ.,  Rainbow  & Olathe  Blvds.,  Kansas 
City,  KS  66103.  Phone:  (913)  588-4490. 

4e  4!  4: 

57th  Annual  Postgraduate  Assembly,  Red  Lion  Inn,  Omaha, 
NE,  Nov.  2,  3,  & 4.  Contact:  Lorraine  Seibel,  Exec.  Sec., 
Omaha  Mid-West  Clinical  Society,  7363  Pacific  St.,  Ste. 
205-B,  Omaha,  NE  68114.  # 


The  American  Medical  Association  has  announced  the 
creation  ol American  Medical  Television.  This  is  a 2-hour 
program  on  the  Discovery  Channel  every  Sunday  from  9 to 
11  am.  Central  Standard  Time,  starting  Sunday,  January 
8, 1989.  American  Medical  Television  carries  CME  credits 
for  its  programs. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


Directory  of  this  Month’s  Advertisers 


Channing  H.  Lushbough 

Hedged  Securities  Fund,  Ltd. 

Round  Hill  Asset  Management,  Inc.  35 

Dodson  Insurance  Group  19 

Eli  Lilly  & Co.  Cover  2 

Kreisers  Inc.  18 

Merck,  Sharp  & Dohme  Cover  3 & 4 

Omaha  Mid-West  Clinical  Society  36 

SD  Blue  Shield  24 

SD  Foundation  for  Medical  Care  2 

SD  Medical  School  Endowment  Assoc.  20 

SD  Society  of  Pathologists  54 

U.S.  Air  Force  1 


The  South  Dakota  Journal  of  Medicine  thanks  these  com- 
panies for  advertising  in  this  Journal. 
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SOUTH  DAKOTA 


VASOTEC 


(ENALAPRIL  MALEATE  MSD) 

VASOTEC  IS  available  in  2,5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindicallons:  VASOTEC®  (Enalapril  Maleale,  MSD)  is  conlraindicaled  in  palienis  who  are  hypersensitive  lo  this 
product  and  in  patients  with  a history  ol  angioedema  related  lo  previous  IrealmenI  with  an  ACE  inhibitor 
Warnings:  Angioedema.  Angioedema  ol  the  lace,  extremities,  lips,  tongue  alollis,  and/or  larynx  has  been  reported  in 
patients trealedwith  ACE  inhibitors,  including  VASOTEC.  lnsuchcases,VASOtEC  should  beprompilydisconlinuedandihe 
patient  carelully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  confined  to  the  lace  and  lips, 
the  condition  has  generally  resolved  without  IrealmenI  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  larynqeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  oDstruction,  appropriate  therapy,  e.g  . , subcutaneous  epinepnrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
lailure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirsi  dose,  but 
discontinuation  of  therapy  tor  continuing  symptomatic  hypotension  usually  is  nol  necessary  when  dosing  instructions 
are  lollowed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  lailure  and/or  death,  include  those  with  the  following  conditions  or  cnaracterislics,  heart  lailure.  hyponatremia, 
high-dose  diuretic  therapy  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  lo  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  iniliating  therapy  with  VASOTEC  In  patients  at  risk  tor  excessive 
hypotension  who  are  able  lo  tolerate  such  adiustments  (See  PRECACfTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  ol  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  lo  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  lall  in  blood  pressure  could  result  in  a myocardial  inlarclion  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  if  necessary,  receive  an  intrave- 
nous infusion  ot  normal  saline  A transient  hypotensive  response  is  nol  a contraindication  to  further  doses  ol  VASOTEC, 
which  usually  can  be  given  without  difliculty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neutropenia/Agranulocytosis  Another  ACE  inhibitor,  captopril,  bas  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insulticieni  to  snow  tbal  enalapril 
does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot  white  blood  cell 
counts  in  palienis  wilb  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General.  Impaired  Renal  Funclion  As  a consequence  ot  inhibiting  the  renin-angiolensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  wiln  severe  heart  lailure 
whose  renal  funclion  may  depend  on  the  activity  ol  the  renin-angiolensin-aldosterone  system,  IrealmenI  with  ACE 
inhibitors,  including  VASIjTEC,  may  be  associated  with  oliguria  anrJ/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  palienis  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunclion  should  be  monitored  during  the  first 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluallon  of  palienis  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolver!  despite  conlinued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  of  therapy  in  0 28%  ol  hypertensive  palienis  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3.8%  ol  palienis,  but  was  not  a cause  tor  disconfinualion 

Risk  lactors  tor  the  development  ol  hyperkalemia  include  renal  insutticiency  diabetes  mellitus.  and  Ihe  concomitani  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously  it  at  all,  with  VASOTEC.  (See  Drug  Inleraclions ) 

SurgerylAnesIhesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  lormalion  seconrlary  fo  compensatory  renin  release  It  hypofension  occurs  and  is 
considered  to  be  due  lo  Ibis  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Palienis 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  Ihe  lirst  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swefling 
ot  face,  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  lo  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lightheadedness  especially  during  Ihe  lirst  lew  days  ol  Iherapy  It 
actual  syncope  occurs,  Ihe  patients  should  be  told  lo  discontinue  Ihe  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  lall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a lall  in  blood  pressure,  patients  should  be  adviser!  lo  consult  with  Ihe  physician 

Hyperkalemia  Patients  should  be  told  nol  to  use  salt  substitutes  containing  potassium  without  consulting  then 

physician 

Neulropenia  Patients  should  be  lold  to  report  promptly  any  indication  ol  inleclion  (e.g  . sore  throat,  lever)  which  may  be 
a sign  ot  neulropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  palienis  being  Healed  with  enalapril  is  warranted  This  inlormalion  is 
intended  to  aid  in  the  sale  and  elteclive  use  of  this  medication  I!  is  nol  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Inleraclions 

Hypotension  Palienis  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy  with 
enalapril.  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  disconlinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  IrealmenI  with  enalapril  It  it  is  necessary  lo  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour,  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release:  The  antlbyperlensive  effect  ol  VASOTEC  is  augmented  by  aniihyperlensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomilanlly  with  beta-adrenergic-blocking  agents,  melbyl- 
dopa,  nitrates,  calcium-blecking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicani 
adverse  interactions. 

Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-lype  diuretics  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signilicani  increases  in  serum  potassium.  Therefore,  it  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
in^^rt^serum  potassium  Potassium-sparing  agents  should  generally  nol  be  used  in  palienis  with  heart  failure  receiving 

Lithium:  A lew  cases  ol  lithium  toxicity  have  been  reported  in  palienis  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  disconlinualion  ol  both  drugs  Although  a causal  relalionsnip  has  nol  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomilanlly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequenlly, 

Pregnancy -Category  C.  There  was  no  leloloxicily  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ol  enalapril 
(333  times  Ihe  maximum  human  dose)  Fetoloxicily,  expressed  as  a decrease  in  average  telal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  nol  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
nol  teratogenic  in  rabbits  However,  maternal  and  lelal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or 
more.  Saline  supplemenlalion  prevented  Ihe  maternal  and  lelat  toxicity  seen  al  doses  ot  3 and  10  mg/kg/day,  bul  nol  at 
30  mg/kg/day  (50  times  Ihe  maximum  human  dose) 


Radioactivity  was  lound  to  cross  Ihe  placenta  lollowing  administration  ol  labeled  enalapril  lo  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  lhal  show 
enalapril  crosses  Ihe  human  placenta  Because  the  risk  ol  telal  toxicity  with  ihe  use  ol  ACE  inhibitors  has  nol  been  clearly 
defined,  VASOTEC®  (Enalapril  Maleale.  MSD)  should  be  used  riuring  pregnancy  only  it  Ihe  potential  benelil  juslilies  the 
potential  risk  to  Ihe  lelus. 

Postmarkeling  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  lollowing  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  Ihe  lirst  trimester  ol  pregnancy  has  nol  been  reported  lo  aliecl  lelal  outcome  adversely 
Fetal  exposure  during  Ihe  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  letal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibilorsare  used  during  the  later  stages  ot  pregnancy,  there  have  been  reports  ol  hypotension  and  decreased 
renal  perluslon  in  Ihe  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  lunclion  in  Ihe  lelus  tnlants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed  lor  hypoten- 
sion, oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood  pressure  and 
renal  perluslon  with  the  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with  premalurity  such 
as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  bul  it  is  not  clear  whether 
they  are  related  lo  ACE  inhibition,  maternal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  lactaling  rats  contains  radioaclivily  lollowing  adminisiralion  ol  '<C  enalapril  maleale  It  is  nol 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Salety  and  efiecliveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safely  in  more  than  10,000  palienis,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  lound  lo  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  2987  palienis 

HYPERTENSION  The  most  IrequenI  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were,  diarrhea  (1 4%).  nausea  (1 4%),  rash  (1 4%),  cough  (1 3%).  orthostatic  effects  (1 2%).  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (79%).  hypotension  (6  7%),  orlhoslalic  effects  (2,2%),  syncope  (2  2%).  cough  (2,2%),  chest  pain  (2 1%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  m greater  than  1%  ol  palienis  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were,  latigue  (f8%).  headache  (1 8%).  abdominal  pain  (1 6%),  asthenia  (1 6%).  orthostatic  hypo- 
tension (1  6%).  vertigo  (1 6%),  angina  pectoris  (15%).  nausea  (1 3%).  vomiting  (1 3%).  bronchitis  (1  3%).  dyspnea 
(1 3%).  urinary  tract  inleclion  (1 3%).  rash  (1 3%),  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  m 

0 5%  lo  1%  ol  patients  with  hypertension  or  heart  lailure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  lo  excessive 
hypotension  in  high-risk  palienis  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarction, 
rhythm  disturbances,  atrial  librillalion,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychiatric.  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital:  Renal  lailure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection 
Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alleralion,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  manileslations  may  occur.  These  symptoms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs.  Ireat- 
menl  with  VASOTEC  should  be  discontinued  and  appropriate  Iherapy  instituled  immediately  (See  WARNINGS  ) 
Hypotension:  In  Ihe  hypertensive  palienis,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
lollowing  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  Iherapy 
in  0 1%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy  in  1 9%  ot  patients  with  heart  lailure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  conirolled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  disconlinualion  ol  Iherapy.  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone.  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  lailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  m blood  urea  mitogen  ot  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  Iherapy,  were  observed  in  about  11%  ol  patients  fncreases  in  blood  urea 
nitrogen  ot  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  palients 

Hemoglobin  and  Hemalocril'  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  (allure  patients  treated  with  VASOTEC  bul  are 
rarely  et  clinical  importance  unless  another  cause  ot  anemia  coexists  In  clinical  trials,  less  than  0 1%  ol  patients  discon- 
tinued Iherapy  due  lo  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neulropenia,  Ihrombocylopenia.  and  bone 
marrow  depression  have  oeen  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Dosage  and  Administration:  Hypertension.  In  palienis  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  Ihe  initial  dose  ot  VASOTEC,  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  Iwo  lo  three  days  before  beginning  Iherapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS.)  It  Ihe  patient  s blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diuretic  Iherapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2 5 mg  should  be  used  under  medical  supervision  tor  al  least  two 
hours  and  until  blood  pressure  has  stabilized  tor  al  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions.) 

The  recommended  initial  dose  in  palienis  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adjusted  according  lo 
blood  pressure  response.  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  Iwo  divided 
doses  In  some  patients  treated  once  daily,  Ihe  aniihyperlensive  etfeci  may  dimmish  toward  Ihe  end  ol  Ihe  dosing  interval 
In  such  palients.  an  increase  in  dosage  or  twice-daily  administration  should  be  considered.  It  blood  pressure  is  nol  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomilani  adminisiralion  ot  VASOTEC  with  potassium  supplemenis,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  lo  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  (or 
patients  wiih  a creatinine  clearance  >30  mL/min  (serum  creatinine  ot  up  to  approximately  3 mg/dL)  For  palienis  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  s3  mg/rlL),  the  lirst  dose  is  2 5 mg  once  daily  The  dosage  may  be 
tilraled  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily 

Hear!  Failure.  VASOTEC  is  indicated  as  adjunctive  Iherapy  with  diuretics  and  digitalis.  The  recommended  starling  dose  is 

2 5 mg  once  or  twice  daily  After  the  initial  dose  ot  VASIjTEC,  Ihe  patient  should  be  observed  under  medical  supervision 
for  al  (east  Iwo  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS. Druginleraclions  ) It  possible,  Ihe  dose  ol  Ihe  diuretic  should  be  reduced,  which  may  diminish  ibe  likelihood 
ol  hypotension  The  appearance  ot  hypotension  alter  Ihe  initial  dose  ol  VASOTEC  does  nol  preclude  subsequent  caretui 
dose  tilralion  with  Ihe  drug,  lollowing  ettective  managemeni  ol  Ihe  hypotension  The  usual  [herapeulic  dosing  range  tor 
Ihe  treatment  ot  heart  lailure  is  5 to  2(J  mg  daily  given  in  Iwo  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  elteclive  in  a controlled  study  out  nearly  all  palienis  in  this  study  were  given  4()  mg,  Ihe  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  lailure  (NYHA  Class  IV),  patients  were 
treated  with  2 5 lo  40  mg  pet  day  ol  VASOTEC,  almost  always  administered  in  Iwo  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Ellecis.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS.) 

Dosage  Ad/uslment  in  Heart  Failure  Palients  with  Renal  Impairment  or  Hyponatremia  In  heart  lailure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  ot  with  serum  creatinine  >16  mg/dL,  therapy  should  be  initialed  at  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  failure.  WARNINGS,  and  PRE- 
CAUTIONS. D/ug /n/eracf/ons)  Tbe  dose  may  be  increased  lo  2 5 mg  b i d,  then  5 mob  I d and  higher 
as  needed,  usually  al  intervals  ol  tour  days  or  more,  it  al  Ihe  lime  ol  dosage  adjusfmeni  there  is  nol  MSD 

excessive  hypotension  or  significant  deterioration  ol  renal  lunclion.  The  maximum  daily  dose  is  40  mg  Si — 
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INDICATIONS  AND  USAGE  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND  BLEEDING  WITH 
CONTROLLED  RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE 
PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVESCENT  POTASSIUM  PREPARATIONS  OR  FOR 
PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  the  treatment  of  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis  intoxicaCon  and  in  pa- 
bents  with  hypokalemic  familial  periodic  paralysis.  If  hypokalemia  is  the  result  of  diuretic  therapy,  considerabon  should  be 
given  to  the  use  of  a lower  dose  of  diurebc,  which  may  be  sufficient  without  leading  to  hypokalemia. 

2.  For  the  prevention  of  hypokalemia  in  patients  who  would  be  at  particular  risk  if  hypokalemia  were  to  develop,  e.g,, 
digitalized  patients  or  patients  with  significant  cardiac  arrhythmias. 

The  use  of  potassium  salts  in  pabents  receiving  diuretics  lor  uncomplicated  essenbal  hypertension  is  often  unnecessary 
when  such  patients  have  a normal  dietary  pattern  and  when  low  doses  of  the  diuretic  are  used.  Serum  potassium  should  be 
checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potassium-containing  foods  may  be 
adequate  to  control  milder  cases.  In  more  severe  cases,  and  if  dose  adjustment  of  the  diurebc  is  Ineffecbve  or  unwarranted, 
supplementation  with  potassium  salts  may  be  indicated, 

CONTRAINDICATIONS  Potassium  supplements  are  contraindicated  in  pabents  with  hyperkalemia  since  a further  increase  in 
serum  potassium  concentrabon  in  such  patients  can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  fol- 
lowing conditions:  Chronic  renal  failure,  systemic  acidosis  such  as  diabebc  acidosis,  acute  dehydrabon,  extensive  bssue 
breakdown  as  in  severe  bums,  adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e.g..  spironolac- 
tone, triamterene,  amiloride)  (see  OVERDOSAGE). 

Controlled  release  formulabons  of  potassium  chloride  have  produced  esophageal  ulceration  in  certain  cardiac  patients 
with  esophageal  compression  due  to  enlarged  left  atrium.  Potassium  supplementabon,  when  Indicated  in  such  pabents, 
should  be  given  as  a liquid  preparabon  or  as  an  aqueous  (water)  suspension  of  K-DUR  (see  PRECAUTIONS,  Infomtallon  lor 
Patients,  and  DOSAGE  AND  ADMINISTRATION  secbons). 

All  solid  dosage  forms  of  potassium  chloride  are  contraindicated  in  any  patient  in  whom  there  is  structural,  pathological 
(e.g. . diabetic  gastroparesis)  or  pharmacologic  (use  of  anbcholinergic  agents  or  other  agents  with  anbcholinergic  properties  at 
sufficient  doses  to  exert  anticholinergic  effects)  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointesbnal  tract. 
WARNINGS  Hyperkalemia  (see  OVERDOSAGE)-ln  patients  with  Impaired  mechanisms  for  excrebng  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  commonly  in  pabents  given 
potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal  hyperkalemia  can 
develop  rapidly  and  be  asymptomatic.  The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condi- 
tion which  impairs  potassium  excretion,  requires  parbcularly  careful  monitoring  of  the  serum  potassium  concentrabon  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  DIuratIcs-Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e.g.,  spironolactone,  triamterene  or  amiloride)  since  the  simultaneous  ad- 
ministration of  these  agents  can  produce  severe  hyperkalemia. 

Interaction  with  Angiotensin  Converting  Etuyme  Inhlbltors-Angiotensin  converting  enzyme  (ACE)  inhibitors  (e.g..  cap- 
topril,  enalapril)  will  produce  some  potassium  retention  by  inhibibng  aldosterone  producbon.  Potassium  supplements  should 
be  given  to  pabents  receiving  ACE  inhibitors  only  with  close  monitoring. 

Gastrointestinal  Lesions-Solid  oral  dosage  forms  of  potassium  chloride  can  produce  ulcerative  and/or  stenobc  lesions 
of  the  gastrointesbnal  tract.  Based  on  spontaneous  adverse  reacbon  reports,  enteric  coated  preparabons  of  potassium  chlo- 
ride are  associated  with  an  increased  frequency  of  small  bowel  lesions  (40-50  per  100,000  pabent  years)  compared  to  sus- 
tained release  wax  matrix  formulations  (less  than  one  per  100,000  pabent  years).  Because  of  the  lack  of  extensive  markebng 
experience  with  microencapsulated  products,  a comparison  between  such  products  and  wax  matrix  or  enteric  coated 
products  is  not  available.  K-DUR  is  a tablet  formulated  to  provide  a controlled  rate  of  release  of  microencapsulated  potassi- 
um chloride  and  thus  to  minimize  the  possibility  of  a high  local  concentrabon  of  potassium  near  the  gastrointesbnal  wall. 

Prospective  trials  have  been  conducted  in  normal  human  volunteers  in  which  the  upper  gastrointesbnal  tract  was  evaluat- 
ed by  endoscopic  inspecbon  before  and  after  one  week  of  solid  oral  potassium  chloride  therapy.  The  ability  of  this  model  to 
predict  events  occurring  in  usual  clinical  pracbce  is  unknown.  Trials  which  approximated  usual  clinical  practice  did  not  reveal 
any  clear  differences  between  the  wax  matrix  and  microencapsulated  dosage  forms.  In  contrast,  there  was  a higher  inci- 
dence of  gastric  and  duodenal  lesions  in  subjects  receiving  a high  dose  of  a wax  matrix  controlled  release  formulation  under 
conditions  which  did  not  resemble  usual  or  recommended  clinical  practice  (i.e. , 96  mEq  per  day  in  divided  doses  of  potassi- 
um chloride  administered  to  fasted  patients,  in  the  presence  of  an  anbcholinergic  drug  to  delay  gastric  emptying).  The  upper 
gastrointesbnal  lesions  observed  by  endoscopy  were  asymptomabc  and  were  not  accompanied  by  evidence  of  bleeding 
(Hemoccult  testing).  The  relevance  of  these  findings  to  the  usual  condibons  (i.e.,  non-fasbng,  no  anbcholinergic  agent, 
smaller  doses)  under  which  controlled  release  potassium  chloride  products  are  used  Is  uncertain:  epidemiologic  studies 
have  not  idenbbed  an  elevated  risk,  compared  to  microencapsulated  products,  for  upper  gastrointestinal  lesions  in  patients 
receiving  wax  matrix  formulations.  K-DUR  should  be  disconbnued  immediately  and  the  possibility  of  ulceration,  obstruction 
or  perforabon  considered  if  severe  vomibng,  abdominal  pain,  distention,  or  gastrointestinal  bleeding  occurs. 

Metabolic  Acidosis-Hypokalemia  in  pabents  with  metabolic  acidosis  should  be  treated  with  an  alkalinizing  potassium 
salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or  potassium  gluconate. 

PRECAUTIONS  General:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokalemia  in  a patient 
with  a clinical  history  suggesbng  some  cause  for  potassium  depletion.  In  interprebng  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokalemia  In  the  absence  of  a debcit  In  total  body  potas- 
sium while  acute  acidosis  per  se  can  increase  the  serum  potassium  concentration  into  the  normal  range  even  in  the 
presence  of  a reduced  total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate  monitoring  of  serum  elec- 
trolytes, the  electrocardiogram,  and  the  clinical  status  of  the  pabent. 

Laboratory  Tests:  IWhen  blood  is  drawn  for  analysis  of  plasma  potassium  it  is  important  to  recognize  that  arbfactual  eleva- 
tions can  occur  after  improper  venipuncture  technique  or  as  a result  of  in-vitro  hemolysis  of  the  sample. 

Drug  Interactions:  Potassium-sparing  diurabcs,  angiotensin  converting  enzyme  inhibitors  (see  WARNINGS) 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Carcinogenicity,  mutagenicity  and  fertility  studies  in  animals 
have  not  been  performed.  Potassium  is  a normal  dietary  consbtuent. 

Pregnancy  Category  C:  Animal  reproducbon  studies  have  not  been  conducted  with  K-DUR.  It  Is  unlikely  that  potassium  sup- 
plementabon that  does  not  lead  to  hyperkalemia  wouid  have  an  adverse  effect  on  the  fetus  or  would  affect  reproductive  capacity. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since  oral  potassium  be- 
comes part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  excessive,  the  contribution  of  potassium  chloride 
supplementation  should  have  litbe  or  no  effect  on  the  level  in  human  milk. 

Pediatric  Use:  Safety  and  effecbveness  In  children  have  not  been  established, 

ADVERSE  REACTIONS  One  of  the  most  severe  adverse  effects  Is  hyperkalemia  (see  CONTRAINDICATIONS,  WARNINGS, 
and  OVEROOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal  conditions  including  obstruction, 
bleeding,  ulcerabon,  and  perforation  (see  CONTFIAINDICATIONS  and  WARNINGS). 

The  most  common  adverse  reacbons  to  oral  potassium  salts  are  nausea,  vomiting,  flatulence,  abdominal  pain/discom- 
fort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  diluting  the 
preparation  further,  taking  the  dose  with  meals  or  reducing  the  amount  taken  at  one  time. 

OVERDDSAGE  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mechanisms  for  potassium  rare- 
ly causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  Impaired  or  if  potassium  is  administered  too  rapidly 
Intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CGNTRAINDICATIONS  and  WARNINGS).  It  is  important  to 
recognize  that  hyperkalemia  is  usually  asymptomabc  and  may  be  manifested  only  by  an  increased  serum  potassium  con- 
centrabon (6.5-8.0  mEq/L)  and  characterisbc  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depres- 
sion of  S-T  segment,  and  prolongation  of  the  OT-interval).  Late  manitestabons  include  muscle-paralysis  and  cardiovascular 
collapse  from  cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 . Elimination  of  foods  and  medications  containing  potassium  and  of  any  agents  with  potassium-sparing  properties. 

2.  Intravenous  administration  of  300  to  500  mL/hr  of  10%  dextrose  solution  containing  10-20  units  of  crystalline  insulin 
pet  1,000  mL. 

3.  Correcbon  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate, 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treabng  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on  digitalis,  too  rapid  a lowering  of 
the  serum  potassium  concentration  can  produce  digitalis  toxicity. 

Caution  Federal  law  prohibits  dispensing  without  prescripbon. 
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Kohler’s  Osteochondrosis  of  the  Tarsal 
Navicular:  Case  Report  with  Twenty-Eight 
Year  Follow  Up 

K.  M.  Devine,  MD^ 

R.  E.  Van  Demark,  Sr.,  MD^ 


ABSTRACT 

A white  male,  age  5,  was  seen  on  December  29, 1960,  with  Kohler’s  osteochondrosis.  His  limping  and  pain  were 
promptly  relieved  by  built-up  shoes,  with  subsequent  restoration  of  normal  bony  architecture.  This  clinical  and 
roentgenographic  result  has  been  maintained  over  twenty-eight  years  despite  a life  of  arduous  activity. 


Among  the  many  childhood  foot  disorders  causing 
pain  and  limping,  Kohler’s  Osteochondrosis  has 
been  recognized  since  1908.  It  occurs  most  frequently 
between  the  ages  of  three  to  eight  and  is  six  times  more 
common  in  boys  than  in  girls.  There  is  local  tenderness 
over  the  medial  longitudinal  arch  at  the  navicular  and 
talonavicular  joint,  where  soft  tissue  swelling  may  be 
evident.  The  foot  is  usually  in  the  pronated  position. 

Conservative  treatment  with  corrective  shoes 
(Hauser)^  has  been  highly  successful  in  our  experience. 
Inadequate  treatment  or  excessive  delay  in  treatment 
may  result  in  failure  to  obtain  a good  result.  Permanent 
deformity  may  result  in  arthritis  at  the  talonavicular 
joint.  Fusion  of  the  joint,  as  well  as  triple  arthrodesis 
may  be  required.^  Both  good  late  results  as  well  as  poor 
late  results  have  been  reported. 

The  following  reports  a typical  case  with  a follow-up 
of  more  than  twenty  eight  years  and  the  results  obtained 
in  the  case. 

CASE  REPORT 

A male,  age  5,  was  seen  on  December  29,  1960,  be- 
cause of  limping  and  pain  in  the  right  foot.  He  was 
tender  over  the  talus.  Both  feet  were  moderately 
pronated.  His  x-rays  showed  an  osteochondrosis  of  the 
right  scaphoid.  He  was  fitted  with  corrective  shoes 


^ Resident,  Family  Practice  Residency  Program,  Sioux  Falls, 
SD. 

^Orthopedic  faculty,  Family  Practice  Residency,  USD 
Medical  School,  Sioux  Falls,  SD. 


Figure  1 

X-ray  of  the  right  foot  on  March  11,  1961,  is  showing  the 
typical  osteochondrosis  of  the  tarsal  scaphoid  in  the  boy, 
aget  5. 

(Hauser)  and  when  next  seen  in  March,  1961,  (Fig.l) 
he  was  getting  along  satisfactorily  and  was  limping  no 
longer.  He  continued  to  improve,  was  seen  intermit- 
tently, and  his  shoe  corrections  were  maintained.  In 
1963,  his  x-rays  were  looking  good.  When  he  was  seen 
in  March,  1969,  his  x-rays  (Fig.  2)  were  excellent.  This 
excellent  x-ray  appearance  has  been  maintained  over 
the  years  despite  the  fact  that  he  has  been  involved  in 
strenuous  athletics  and  hard  labor. 

At  his  last  examination  of  March  31,  1989,  he  had  a 
full  range  of  motion  in  the  joints  of  his  feet.  His  feet 
remain  moderately  pronated.  He  has  worn  no  correc- 
tive shoes  for  many  years  and  appears  to  be  getting 
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Figure  2 

Ossification  of  the  talus  showing  excellent  recovery  with  no 
evidence  of  joint  space  narrowing  is  shown  in  x-rays  of 
March,  1969. 

along  quite  well  without  them.  The  x-rays  of  the  right 
foot  appear  normal  and  similar  to  those  in  the  opposite 
foot. (Fig.  3 and  4). 


Figure  3 

Oblique  x-ray  of  the  scaphoid  taken  in  March,  1989. 


DISCUSSION 

The  etiology  of  Kohler’s  disease  continues  to  be 
poorly  understood.  It  was  shown  through  serial  x-rays 
by  Karp,  in  the  child’s  foot  the  navicular  is  the  last  bone 
to  ossify.  Typically  the  ossification  is  found  to  occur  be- 
tween eighteen  to  twenty  four  months  in  the  female  and 
twenty  four  to  thirty  months  in  the  male.  Waugh, ^ in 


Figure  4 

AP  of  both  feet  standing  showing  the  symmetry  between  the 
two  feet.  (1989) 


1958,  found  that  the  delay  in  ossification  may  in  fact  be 
the  predisposing  factor  leading  to  Kohler’s  disease. 
The  combination  of  increased  weight-bearing  and  com- 
pression from  the  bones  surrounding  the  navicular  may 
subject  the  navicular  bone  to  increased  forces  it  is  un- 
able to  tolerate.  Additionally,  if  vascular  supply  were 
interrupted  as  it  is  passed  through  the  bone  and  car- 
tilage junction  secondary  to  this  compression,  ischemia 
and  discomfort  would  follow.  Thus,  two  separate 
processes  may  be  described.  The  first  is  the 
asymptomatic  abnormality  of  ossification  and  the 
second  is  the  symptomatic  abnormality  associated  with 
ischemia  (Kohler’s  disease). 

Preceding  trauma  is  frequently  reported  in  these 
cases  but  the  condition  may  be  bilateral  in  30  percent 
of  the  cases.  The  role  of  trauma  is  uncertain. 

There  have  been  various  methods  of  treatment  sug- 
gested for  Kohler’s  disease  including  shoe  alterations, 
casting  and  nonweight-bearing  (crutches).  No  dif- 
ference in  outcome  has  been  shown  between  the 
various  groups.  There  was  a difference  in  duration  of 
symptoms  found  with  those  noncasted  individuals 
having  symptoms  nearly  five  times  in  excess  of  those 
who  were  casted.^  We  have  not  seen  this  much 
prolongation  in  our  personal  experience. 
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The  Demise  of  the  Physician/Patient 
Relationship  and  Can  It  Be 
Resurrected 

I was  walking  through  our  family  room  the  other  day 
and  happened  to  see  a Time  magazine  laying  on  the 
coffee  table  with  a picture  of  a caduceus  on  the  cover 
with  a venomous  snake  about  to  strike  at  the  reader. 
On  the  cover  the  title  was  "Doctors  and  Patients,  Image 
Versus  Reality".  My  immediate  response  to  the  cover 
picture  was  here  is  another  doctor  bashing  article  that 
I really  don’t  want  to  read.  However,  just  to  satisfy  my 
curiosity,  I read  the  article  entitled  "Sick  and  Tired"  in 
the  living  section  of  the  magazine.  I was  generally  and 
pleasantly  surprised  at  the  article,  in  that  it  appeared 
that  it  covered  both  sides  of  the  patient/physician 
relationship,  the  problems  that  have  occurred  in  the 
past  ten  years  and  even  discussed  some  ways  to  improve 
the  relationship  between  physicians  and  patients.  I 
would  highly  recommend  that  you  all  read  it. 

We  have  edl  felt,  I am  sure,  the  alienation  of  the 
patient  from  the  physician  in  our  own  practices.  It  is 
difficult  to  have  the  care  and  concern  of  the  old 
fashioned  practitioner  towards  one’s  patient  when  that 
patient  increasingly  is  viewed  as  a hostile  consumer 
bent  on  malpractice  litigation.  It  is  also  difficult  for  the 


physician  to  approach  the  care  of  his  patient  in  a per- 
sonalized manner  when  he  is  subjected  to  second 
guessing  by  insurers,  regulators,  lawyers,  consultants 
and  risk  managers.  The  veritable  explosion  of  high  tech 
medicine  and  the  speed  at  which  these  technological 
advances  sweep  our  profession,  tends  to  further  dis- 
tance ourselves  from  our  patients  cmd  decrease  our 
abihty  to  provide  personcilized  mediccd  care  increasing- 
ly splintering  medicine  into  smaller  and  smaller 
subspecialized  areas  of  medical  practice. 

The  patients  tend  to  view  medicine  more  and  more 
as  a consumer  service,  which  is  a product  to  be  pur- 
chased the  same  as  an  automobile  or  new  living  room 
furniture.  They  are  no  longer  interested  in  maintaining 
a long  term  relationship  with  the  physician  that  they 
trust  and  respect,  but  cu-e  looking  more  and  more  at 
what  it  costs  them  to  obtaiin  their  medical  care.  The  ex- 
pectations of  patients  continues  to  increase  to  the  point 
where  any  malady  or  injury  that  cannot  be  cured  com- 
pletely without  any  Ungering  problems  is  viewed  with 
suspicion  as  probable  malpractice.  The  medical 
profession,  however,  must  itself  take  responsibility  for 
much  of  these  high  expectations.  We  are  victims  of  our 
own  successes,  and  we  tend  to  forget  ourselves  that  we 
are  all  mere  mortals  on  this  planet.  As  my  old  chief  of 
medicine  used  to  say,  "you  are  going  to  lose  100%  of 
your  patients  at  some  time  in  their  lives". 

Patients  on  the  other  hand  have  watched  medicine 
change  from  an  art  in  which  their  physician  was  more 
of  a counselor,  confidant  and  friend  to  one  in  which 
their  physician  is  a high  tech  scientist,  more  interested 
in  the  computer  printout  of  the  laboratory  data  than  in 
the  patient  himself.  Patients  perceive  physicians  as 
monetarily  driven,  caring  little  about  their  patients  per- 
sonally and  caring  little  about  listening  to  their 
complaints  or  explaining  to  them  what  they  are  doing 
and  why  they  are  doing  it.  The  metamorphosis  of 
medicine  into  a business  with  its  marketing  strategies, 
advertising  campaigns  and  promises  along  with  the  in- 
crease in  medical  consumerism  has  widened  the  gulf 
between  the  patient  and  his  physician.  Patients  tend  to 
select  their  physician  on  the  basis  of  what  the  physician 
charges  and  not  how  fine  a physician  he  might  happen 
to  be,  with  the  patient  being  the  loser  in  the  long  run. 

There  are  some  signs  that  the  relationship  between 
physicians  and  patients  may  be  improving.  Last  year 
for  the  first  time  in  more  than  ten  years,  medical 
malpractice  suits  abated  somewhat  and  were  reflected 
in  a decrease  in  malpractice  insurance  premiums  to  the 
physicians.  Many  medical  schools  are  putting  more 
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emphasis  on  humanistic  medicine  and  recruitment  of 
medical  students  more  on  the  basis  of  course  work  in 
literature,  history,  anthropology  and  sociology  than  on 
the  basic  sciences.  More  emphasis  is  being  placed  on 
the  doctor/patient  relationship  in  medical  school  train- 
ing. Motivation  for  students  to  choose  medicine  as  a 
career  is  more  concerned  with  caring  for  patients  than 
accumulating  wealth.  As  physicians,  we  have  to  realize 
that  we  don’t  have  all  the  answers  and  that  our  patients 
still  require  old  fashioned  kindness  and  caring  from 
their  physician.  The  art  of  practicing  medicine  with  all 
that  it  implies  is  still  as  important  as  it  was  forty  years 
ago  # 


The  Physicians’  HELP 

(healing  each  laden  physician) 

Program 

of  the 

South  Dakota  State  Medical 
Association 

Designed  to  help  physicians  addicted  to 
alcohol  and/or  other  drugs  as  well  as 
those  with  emotional  and  psychiatric 
disorders. 

All  referrals  and  information  remain 
confidential. 

Call:  (605)  336-1965 

or 

Write:  Physicians’  HELP  Committee 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 


South  Dakota  Society  Of 

Pathologists 

Officers  for  1988-89 

Bradley  B.  Randall,  MD,  President 
Roy  G.  Burt,  MD,  Vice  President 
Jerry  L.  Simmons,  MD,  Secretary-Treasurer 
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ARMY  RESERVE  MEDICAL  PROFILE  NO.  5 


ROSALYN  R STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 

cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  U.S.A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


##  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 
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THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 
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For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  lor  prescribing 
information. 

Indication:  Lower  respiratory  infeclions.  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  inftueniae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococcll. 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  ceclob  should  be  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  penicillins  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

a Safety  and  effectiveness  have  not  been  determined  m pregnancy, 
lactation,  and  infants  less  than  one  month  old,  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients! 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever]  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  laundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%. 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Cllnitest*  tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly].  loeioesii 

Additiortal  inforrrtation  available  from  Rv  235i  amp 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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Editorial 


Thrombolysis 

Charles  P.  O’Brien,  MD,  FACC 

HEARTCARE 

Sioux  Falls,  SD 

Thrombolysis  for  acute  myocardial  infarction  is  here 
to  stay.  With  it  have  come  some  benefits  for 
patients,  most  of  which  are  quite  difficult  to  measure, 
and  many  questions  from  practitioners.  They  are  trying 
to  find  the  proper  use  for  thrombolysis,  the  proper 
drugs,  trying  to  understand  who  should  be  excluded, 
and  how  to  avoid  problems  with  the  use  of  these 
methods  which  have  some  intrinsic  risk. 

The  first  question  revolves  around  the  idea  of  who 
you  are  and  where  you  are  as  a practitioner.  Family 
practitioners,  internists  and  cardiologists  caring  for 
patients  with  acute  myocardial  infarction  can  all  ad- 
minister thrombolysis,  but  they  should  all  understand 
what  they’re  doing  and  have  a good  working  knowledge 
of  the  drug  Streptokinase  and  TPA.  They  should  edu- 
cate themselves  about  the  precautions,  the  possible 
complications  and  the  follow-up  care  of  someone  who 
has  been  treated  with  thrombolysis.  In  short,  it  is  not  a 
casual  treatment.  We  would  say,  be  a "qualified" 
physician. 

Secondly,  where  cU'e  you  when  you  give  thrombolysis? 
You  and  your  hospital  should  discuss  this  therapy  and 
be  ready  to  tackle  some  of  the  problems  that  come  up. 
Namely,  the  rhythm  disturbances  that  accompany 
reperfusion,  some  of  which  are  bradycardias  and 
ventricular  rhythm  disturbances.  Consider  that  the  use 
of  blood  products  to  stop  bleeding  may  complicate  this 
therapy.  Mostly  this  means  an  ample  supply  of  whole 
blood  or  packed  cells  to  replace  significant  loss  on  an 
urgent  basis. 

The  next  set  of  questions  evolves:  To  whom  are  we 
giving  this  therapy?  It  is  not  malpractice  to  withhold 


thrombolytic  therapy  in  a patient  having  a myocardial 
infarction  if  there  are  strong  contraindications  to  its  use. 
Recent  bleeding  such  as  GI  bleeding,  and  certainly 
recent  neurologic  bleeds  or  recent  surgery  would  be  ab- 
solute contraindications  to  using  thrombolytic  drugs. 
The  elderly  patient,  the  debilitated  patient,  the  patient 
with  known  ulcer  or  known  cancer  who  ha?  not  bled  pre- 
viously from  these  lesions  are  relative  contraindications 
and  require  caution  and  thought.  One  must  remember 
that  adherence  to  fundamental  principles  of  coronary 
care  is  still,  since  1960,  the  most  life  saving  process  that 
we  have  learned  and  is  still  a proper  way  to  treat  a 
patient  in  the  throws  of  acute  myocardial  infarction, 
even  if  thrombolysis  must  be  withheld  for  good,  sound 
medical  reasons. 

Lastly,  what’s  the  diagnosis?  The  lay  public  and  even 
other  physicians  who  don’t  provide  care  for  acute 
myocardial  infarction  tend  to  think  that  the  diagnosis  of 
this  condition  is  easy,  whereas  those  who  have  to  make 
decisions  in  the  emergency  room  understand  that  early 
in  its  course  there  are  a great  many  pretenders  to  the 
diagnosis  of  myocardial  infarction.  These  include  such 
things  as  dissection  of  the  aorta  and  pericarditis,  diag- 
noses with  which  thrombolytic  therapy  does  not  agree 
very  well.  We  have  to  use  all  of  our  clinic  skills  to  try 
and  decide  if  what  we  are  seeing  is  significant  cardiac 
ischemic  pain  at  rest  before  we  decide  to  apply  throm- 
bolytic therapy.  As  all  of  us  have  learned  with  our 
reading,  the  quicker  we  apply  this  therapy  the  more 
good  can  be  done  and  this  of  course,  strains  our  diag- 
nostic skills  even  further. 

Thrombolysis  for  acute  myocardial  infarction  is  still 
discussed  vigorously  in  the  alabaster  halls  of  cardiology 
giants,  almost  none  of  whom  see  patients  any  more.  It’s 
left  to  us  to  decide  who  should  get  this  therapy  and  to 
be  knowledgeable  about  its  application  and 
complications.  # 
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South  Dakota 
Foundation  for 
medical  Care 

PHYSICIAN  ADVISOR  ROLE 

South  Dakota  Foundation  for  Medical  Care  is  responsible  for  review  determinations  in  the  areas 
of  utilization  and  quality  of  care.  The  review  program  is  performed  utilizing  nurse  reviewers 
(RRCs)  to  screen  medical  records  and  utilizing  review  physicians  (physician  advisors)  to  make 
medical  decisions. 

The  nurse  reviewer  (RRC)  utilizes  screening  criteria  and  the  physician  reviewer  (physician  ad- 
visor) utilizes  medical  judgment  when  assessing  the  need  for  admission  and  the  quality  of  care 
provided  to  the  patient.  SDFMC’s  physician  advisors  make  their  medical  judgments  based  on 
their  medical  knowledge  and  a common  sense  approach  to  patient  care  delivery  in  South  Dakota. 

The  following  is  reprinted  with  permission  of  Dr.  Rosen  (as  noted  in  American  Medical  News 
Commentary  May  26, 1989). 

1.  Avoidance  of  retrospective  second-guessing.  Denials  should  never  be  based  on  Monday- 
morning quarterback  analysis.  The  reviewer’s  decision  must  consider  the  circumstances 
at  the  time  of  the  attending  physician’s  action. 

2.  Role  of  physician  reviewers.  Although  screening  of  claims  may  be  done  by  computers  and 
non-physician  staff,  any  denial  should  be  based  on  physician  review. 

3.  Appropriate  use  of  criteria.  Denials  must  not  be  based  on  failure  to  meet  specific 
utilization  review  criteria.  Screening  criteria  help  to  detect  questionable  claims,  but 
denials  require  professional  judgment  of  the  case  as  a whole. 

4.  Measuring  utilization  review  performance.  The  quality  and  value  of  a utilization  review 
entity  cannot  be  judged  solely  by  the  number  of  denials  and  the  number  of  dollars  saved. 
This  is  comparable  to  evaluating  performance  of  traffic  officers  only  by  counting  the 
number  of  tickets  they  write  and  the  revenue  they  generate. 

5.  Avoidance  of  overzealous  utilization  review.  Utilization  review  must  be  objective  and 
reasonable.  Overzealous  or  "gotcha"  attitudes  of  physician  reviewers  or  other  utilization 
review  staff  must  be  curbed. 

6.  Avoidance  of  ivory-tower  standards.  The  attending  physician’s  decisions  must  be  judged 
on  generally  accepted  practice  standards  on  whether  the  care  provided  was  necessary, 
reasonable,  and  appropriate.  The  application  of  ivory-tower  standards  is  not  warranted. 

7.  Providing  all  parties  benefit  of  the  doubt.  Where  the  utilization  review  judgment  is 
arguable  or  borderline,  benefit  of  the  doubt  should  go  to  the  attending  physician  who  was 
on  the  scene  and  responsible  for  the  care  of  the  patient. 
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University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education,  service 
and  research  for  South  Dakotans' 


To  Be  or  Not  To  Be:  The  Suicidal  Patient 


K-Lynn  Paul,  MD^ 
James  Becker,  MD^ 


ABSTRACT 

Depression  is  a common  condition  in  the  practice  of  most  physicians.  Some  depressed  patients  are  prone  to 
suicide,  many  ambivalent  about  it.  The  SAD  PERSONS  scale  may  be  helpful  for  the  physician  in  assessing  risk. 
Because  of  the  ambivalence,  it  is  important  that  an  authority  figure  - physician,  friend,  family  member-  not  fail  to 
recognize  the  risk  and  unthinkingly  sanction  a destructive  act. 


How  can  one  tell  if  a patient  is  suicidal?  How  can 
one  try  to  prevent  a suicide  attempt  if  a patient  is 
having  suicidal  thoughts?  Depression  is  one  of  the  most 
common  conditions  seen  by  physicians.  Regardless  of 
how  depressed  the  patient  may  appear  to  be,  the  care- 
ful clinician  must  make  a judgment  about  suicidal  risk. 
Some  people  who  appear  significantly  depressed  may 
not  be  suicidal;  others  who  appear  only  mildly 
depressed  may  be  at  serious  risk.  Any  method  which 
might  assist  the  clinician  in  evaluating  suicidal  risk 
would  be  valuable. 

A number  of  risk  factors  are  known,  including  age, 
sex  and  social  support.  Various  scales  include  some  10- 
20  items.  But  who  can  keep  a dozen  or  more  items  in 
mind  and  recall  each  of  them  in  the  office  or  emergen- 
cy room  setting? 

A possible  solution  to  this  dilemma  is  the  SAD  PER- 
SONS scale  developed  by  Patterson  and  Dohn,  et.al.^ 
Each  letter  of  this  mnemonic  denotes  one  of  10  major 
risk  factors.  (Table  I) 

Rational  thinking  loss  includes  any  psychosis  or  or- 
ganic brain  syndrome  which  significantly  impairs 
judgment,  particularly  if  the  patient  is  hallucinating  or 


^Associate  Professor,  USD  School  of  Medicine,  Department 
of  Psychiatry,  Sioux  Falls,  SD. 

^Private  Practice  of  Psychiatry,  Worthington,  MN. 


Table  I 

SAD  PERSONS 
Sex  (Male  at  higher  risk) 
^e  (Less  than  19;  over  45) 
Depression 
Previous  attempt 
Ethanol  abuse 
Rational  thinking  loss 
Social  supports  lacking 
Organized  plan 
No  spouse 
Sickness 


delusional.  Any  person  who  is  psychotic  and  suicidal  is 
at  high  risk.  Sickness  includes  hypochondriacal 
symptoms  and  the  vegetative  symptoms  of  depression, 
as  well  as  chronic  or  terminal  conditions. 

The  risk  factors  and  guidelines  for  proposed  clinical 
action  can  be  printed  on  a 3 x 5 card  or  inside  the  cover 
of  an  appointment  book,  and  carried  on  one’s  person. 
(Table  II)  Each  item  of  the  SAD  PERSONS  list  rates 
one  risk  point. 
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Table  II 

Total  Points 

ProDosed  Clinical  Action 

0 to  2 

Send  Home  with  follow-up 

3 to  4 

Close  follow-up;  consider 

5 to  6 

hospitalization 

Strongly  consider 
hospitalization,  depending 
on  confidence  in  the  follow- 

7 to  10 

up  arrangement 

Hospitalize  or  commit 

The  chief  value  of  this  system  is  to  insure  considera- 
tion of  hospitalization  for  patients  at  significant  risk, 
even  though  they  may  not  appear  that  depressed.  Of 
course,  clinical  judgment  must  always  take  priority 
regardless  of  the  score.  For  example,  a 22  year  old  mar- 
ried woman,  without  previous  attempts,  who  is  planning 
to  kill  herself  because  the  voices  are  commanding  to  her 
to  do  so  is  at  serious  risk,  even  though  she  may  only 
score  two  points.  Likewise,  the  presence  of  an 
elaborate  or  a lethal  plan  significantly  increases  risk. 

A major  mistake  made  by  primary  care  physicians 
when  determining  suicidal  risk  is  failure  to  ask  the 
patient  about  suicidal  thoughts  or  previous  attempts. 
In  one  study  55  percent  of  patients  who  committed 
suicide  had  previously  threatened  or  talked  of  suicide. 
Adding  to  this  number  those  who  had  made  actual  at- 
tempts, 71  percent  had  either  threatened  or  attempted 
suicide,  or  both.  Yet  in  a 1975  study  only  one  of  every 
six  physicians  knew  of  this  information.  Clearly, 
failure  to  ask  is  one  of  the  major  errors  of  omission. 

Regardless  of  how  strongly  a patient  may  say  he  or 
she  wants  to  die,  most  are  ambivalent  about  this  choice. 
Ambivalence  explains  how  a patient  can  actually  at- 
tempt suicide  and  call  for  help,  and  be  sincere  in  both 
actions.'^  Frequently  a suicidal  patient  reaches  a point 
where  the  decision  about  a suicide  attempt  hangs  in  the 
balance.  At  this  point,  the  response  or  influence  of  a 
friend,  family  member  or  professional  can  be  crucial. 
Any  apparent  sanction  of  the  suicidal  plan  may  be 
enough  to  encourage  the  patient  to  execute  that  plan 

Case  I 

A middle-aged  woman  repeatedly  came  to  the  emer- 
gency room  of  the  general  hospital  of  a large  city.  Each 
time  she  had  cut  herself  superficially.  Finally  the  intern 
on  duty,  frustrated  by  dealing  with  her  frequent  ap- 
pearances and  self-destructive  behavior,  said  to  her, 
"look  lady,  if  you  really  want  to  kill  yourself,  this  is  how 
to  do  it",  and  proceeded  to  tell  her  how  to  slit  her  throat 
in  a manner  to  sever  the  major  vessels.  The  next  day, 
the  woman’s  body  was  brought  into  the  emergency 


room  with  the  throat  slit  in  the  manner  the  intern  had 
described. 

Case  2 

A 42  year  old  farmer  with  three  previous  suicide  at- 
tempts told  his  wife  one  morning  at  4 am  that  he  was 
feeling  despondent.  He  said  he  didn’t  want  to  see  his 
doctor  because  the  doctor  would  send  him  to  the  hospi- 
tal. Instead,  he  thought  that  he  would  go  out  to  the  barn 
and  hang  himself.  "Go  ahead,"  his  wife  told  him  and 
went  back  to  sleep.  When  he  did  not  appear  the  next 
morning,  she  called  a relative  who  found  him  swinging 
from  a rope. 

Case  3 

A 20  year  old  married  woman  with  periodic  suicidal 
urges  called  her  mother  to  come  over  to  her  home. 
When  her  mother  arrived,  the  young  woman  asked  her 
mother  to  take  her  young  son  as  she  was  planning  to  kill 
herself.  "Go  ahead",  the  older  woman  replied,  "all 
you’ve  ever  been  is  trouble  to  us  anyway".  At  that  point, 
the  young  woman  grabbed  a revolver,  slammed  it 
against  her  chest  and  pulled  the  trigger.  Fortunately, 
the  bullet  just  ripped  through  her  pectoral  muscles  and 
did  not  enter  the  chest  cavity. 

This  woman  then  entered  psychiatric  treatment  and 
was  instructed  to  call  her  psychiatrist  whenever  she  felt 
suicidal.  After  two  or  three  more  suicidal  attempts  by 
overdose,  she  finally  did  call  when  she  was  feeling 
suicidal  and  another  attempt  was  averted. 


DISCUSSION 

In  each  of  these  cases  there  was  a period  of  time 
when  the  person’s  decision  about  suicide  hung  in 
balance.  Like  a toboggan  on  the  crest  of  a hill  needing 
only  a slight  push  to  send  it  plummeting  on  its  way,  each 
of  these  individuals  proceeded  with  his  or  her  suicidal 
plan  after  receiving  sanction  from  an  important  person. 
In  Case  1,  the  intern  acted  out  of  personal  frustration. 
In  Case  2,  the  wife  had  been  abused  and  was  weary  of 
the  husband’s  repeated  threats  of  suicide,  the  relation- 
ship between  mother  and  daughter  in  Case  3 had  always 
been  characterized  by  ambivalence.  Two  of  these  in- 
dividuals clearly  indicated  their  suicidal  thinking  before 
making  their  attempts.  In  the  other  case,  the  woman’s 
prior  attempts  clearly  indicated  her  suicidal  preoc- 
cupation. Several  studies  indicate  that  from  55  to  83 
percent  of  patients  give  indications  or  warnings  prior  to 
their  suicidal  attempts.^’^’^  These  studies  and  the  three 
cases  described  clearly  should  put  to  rest  the  false  no- 
tion that  people  who  talk  about  suicide  won’t  do  it. 

While  failure  to  ask  is  the  chief  error  of  omission  on 
the  part  of  physicians,  placing  lethal  quantities  of 
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medications  in  the  hands  of  patients  at  risk  constitutes 
one  of  the  chief  errors  of  commission.  In  one  series, 
over  half  of  those  who  died  by  overdose  had  received  a 
prescription  for  a lethal  quantity  of  medication  within 
a week  prior  to  dying,  or  had  an  unlimited  prescription 
for  a fully  lethal  amount  of  substance  ingested.*  Par- 
ticularly dangerous  are  the  barbiturate  hypnotics. 
Similarly,  the  means  of  treatment  for  depression  must 
not  be  allowed  to  become  the  means  of  death.  As  little 
as  one  thousand  milligrams  of  a tricyclic  antidepressant 
has  been  lethal  in  some  cases.  Therefore,  a seven  to 
fourteen  day  supply  of  an  antidepressant  in  commonly 
prescribed  doses  is  sufficient  to  cause  death  from  over- 
dose in  some  cases.  The  physician  would  do  well  to  see 
the  depressed  patient  often,  writing  a new  prescription 
for  a small  quantity  of  medication  each  time.  If  that  is 
not  possible,  the  physician  should  prescribe  only 
limited  quantities  of  medication  with  refills  in  cases 
where  suicidal  risk  is  substantial.  The  actual  prescrip- 
tion can  contain  the  message  to  the  pharmacist,  "do  not 
fill  more  frequently  than  once  a week  or  once  every  ten 
days". 

CONCLUSION 

Professionals  need  to  ask  their  depressed  patients 
about  suicidal  intent.  They  must  not  place  the  means 
of  suicide  into  such  patients’  hands.  Finally  they  need 
to  seek  healthy  ways  to  deal  with  their  own  frustrations, 
and  to  guard  against  the  temptation  to  give  the  suicidal 
patient  subtle  encouragement. 

Family  members  can  be  counseled  about  the  impor- 
tance of  their  input  at  these  crucial  times.  Families 
need  to  learn  that  in  spite  of  what  suicidal  patients  may 
say,  usually  the  real  reason  for  their  communication  is 
to  see  if  anyone  cares  enough  about  them  to  intervene 
and  prevent  their  suicide.  In  spite  of  personal  frustra- 
tion with  the  patient,  families  must  be  counseled  to  take 
a consistent  anti-suicide  stand.  By  so  doing,  when  a life 
hangs  in  the  balance,  perhaps  the  scale  can  then  be 
tipped  in  the  positive  direction. 
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Family  Physician 

Established  4-man  family 
physician  group  seeking  a board 
certified  or  board  eligible  family 
physician  to  replace  retired 
physician.  Thriving  community 
has  up-to-date  hospital  with  excel- 
lent specialty  backup  through 
networking.  Guaranteed 
salary/benefits.  Excellent  town  to 
raise  a family. 

Joel  B.  Huber,  MD 
Medical  Director 
Family  Physicians  and  Surgeons 
Redfield,  SD  57469 
(605)  472-0510 


Family  Practice  - 
Hospital  Sponsored  Clinic 
Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is  seeking 
TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The 
administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed 
clinic.  The  hospital  has  committed  to  an 
income  and  benefit  package  which  is 
significantly  higher  than  similar 
opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan 
reduction/forgiveness  program.  All 
relocation  costs  will  be  borne  by  the  hospital. 
Please  contact: 

Dan  McCormick,  President 
Allen  McCormick 
France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 


PEDIATRICIAN, 
OB/GYN, 
PSYCHIATRIST, 
FAMILY  PRACTITIONER, 
GENERAL  SURGEON 

Growing  16  physician,  multi- 
specialty clinic  in  beautiful 
northwestern  Wisconsin  seeking 
BC/BE  specialists.  Attractive 
partnership  opportunity  after  one 
year.  Come  grow  with  us!  Contact: 

John  T.  Henningsen,  MD 
Indianhead  Medical  Group,  Ltd. 
1020  Lakeshore  Drive 
Rice  Lake,  WI  54868 
Phone:  (715)  234-9031 


Family  Physician 
Needed 

Two  over-worked  family  practice 
physicians  have  an  immediate  need  for 
one  residency  trained,  board  certified 
family  practitioner.  This  two-man 
family  practice  group  is  located  in 
Pierre  in  a new  medical  building.  There 
is  great  water  recreation  and  hunting  in 
the  immediate  area.  Those  interested 
are  asked  to  please  contact: 

T.  J.  Huber,  MD 
Dakota  Plains  Clinic 
640  East  Sioux 
Pierre,  SD  57501 
(605)  224-2010 
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Awdliaiy  News 


Karen  Pekas,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


We  Appreciate  Your  Support! 

We  in  the  South  Dakota  State  Medical  Association 
Auxiliary  want  to  thank  all  of  the  members  of  the 
Association  for  the  increased  financial  support  begin- 
ning this  1989-1990  year.  We  have  appreciated 
financial  support  for  our  newsletter  for  the  past  several 
years,  and  after  visiting  with  auxiliaries  from  around  the 
country  last  year,  our  past  president,  Jacque 
Gunnarson  with  the  support  of  her  executive  board, 
decided  to  approach  the  Council  of  the  State  Medical 
Association  and  ask  for  additional  aid. 

Many  of  you  are  probably  unaware  that  your  Coun- 
cil voted  to  increase  your  support  of  our  organization 
in  the  amount  of  $5  per  Association  member.  You  have 
always  been  generous  with  us,  your  spouses,  both  in 
direct  financial  help  and  more  importantly  supporting 
our  efforts,  most  specifically  AMA-ERF.  This  increase 
will  allow  us  to  increase  our  visibility  and  our  ability  to 
be  medical  ambassadors  for  you.  We  were  proud  to  go 
to  Chicago  to  our  annual  meeting  in  June,  and  share 
with  the  other  state  officers  and  delegates  our  news  of 
additional  financial  support  from  our  State  Medical 
Association. 

Our  goals  for  the  1989-1990  year  are  simple  and  yet 
cover  a breadth  of  activity. 


1.  A time  to  maintain  our  present  membership  cmd 
hopefully  to  increase  our  Federated  memberships  to 
insure  us  three  delegates  at  the  1990  AMAA  Con- 
vention that  we  presently  have  achieved.  This 
includes  the  continuation  of  the  sponsorship  of  stu- 
dent and  resident  spouse  memberships. 

2.  A time  to  be  aware  of  the  health  concerns  facing 
our  country  and  the  profession,  most  especially, 
those  concerns  dealing  with  our  adolescent  popula- 
tion. 

3.  A time  to  contribute  to  health  education  by  the 
continuation  of  our  commitment  to  AMA-ERF. 

4.  A time  to  work  in  coalition  with  the  SDSMA  to 
effect  health  legislation  that  will  best  serve  the 
people  of  our  state,  most  importantly,  those  issues 
involving  access  and  quality  of  care. 

5.  A time  to  be  available  to  all  our  members  for  sup- 
port, encouragement,  and  strength  during  times  of 
crisis  and  stress  within  the  medical  family. 

One  of  the  ways  in  which  your  increased  financial 
help  will  help  us  achieve  our  goals  is  in  leadership  train- 
ing. This  September  for  the  first  time,  two  district 
president-elects  will  accompany  the  state  president  to 
the  Leadership  Confluence  I in  Chicago.  This  is  a com- 
prehensive program  in  which  district  president-elects 
from  all  over  the  country  receive  information  and  train- 
ing. They  will  take  the  enthusiasm  back  to  their  districts 
to  help  develop  programs  at  the  grass  roots  level. 
Hopefully,  two  more  district  president-elects  from 
South  Dakota  will  accompany  our  state  president-elect 
Jackie  Slingsby  to  Chicago  for  Leadership  Confluence 
II  in  February.  # 
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Western  Minnesota 
Needs  Doctors,  Too! 

Two  Family  Practice  Physicians  needed  to 
join  three  doctors  in  trade  area  of  10,000. 
Rural  health  cooperative  in  two  closely 
situated  western  Minnesota  communities. 
Shared  call,  early  partnership,  generous 
guaranteed  salary,  educational  loan  buy 
out  and  signing  bonus  consideration.  No 
HMO’s.  Excellent  hunting  and  fishing. 

Contact:  Frank  Lasala,  MD 
Madison,  MN 
(612)  598-7531  or 

Ralph  Gerbig,  MD 
Dawson,  MN 
(612)  769-4393 


Urologist 

Join  the  Nation’s  largest  health  care  team. 
VA  Medical  Center,  Lincoln,  Nebraska, 
seeking  BC/BE  Urologist  for  progressive 
180-bed  Medical  Center.  Licensure  any 
state.  Must  meet  English  Proficiency 
Requirement.  Lincoln  is  a university  town 
with  small-town  atmosphere  and 
metropolitan  advantages.  Lincoln  VA 
Medical  Center  is  affiliated  with  the 
University  of  Nebraska  for  Urology 
Resident  Program.  Comprehensive 
benefit  package.  Allowable  moving 
expenses  payable.  Contact: 

Dr.  Hirai 

VA  Medical  Center 
600  S.  70th  St. 

Lincoln,  NE  68510 
Phone:  (402)  489-3802,  ext.  6750  or 
Personnel  Service  (402)486-7819. 

EOE 


Family  Practice/Intemal  Medicine 
OB/GYN 

Attractive  Opportunities 

in 

Indiana,  Wisconsin,  and  Michigan 
for  BC/BE  physicians 
(many  on  lakes) 

Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions. 

Strelcheck  & Associates,  Inc. 

12724  N.  Maplecrest  Lane 
Mequon,  WI 53092 
1-800-243-4353 


PHYSICIANS  NEEDED 
GEORGIA 

Family  Practice  - Internal  Medicine 
Oncology  - Endocrinology 
Neurosurgeiy  - Neurology 
General  Surgery  - Orthopedic  Surgery 

Group  practice,  solo,  or  urgent  care  set- 
tings available  through  our  hospital 
network  located  in  Macon  and  serving  all 
of  middle  Georgia.  Your  practice  will  be 
located  80  miles  south  of  Atlanta,  in  a 
growing  family-oriented  community, 
where  you  can  avoid  traffic  and  enjoy  a 
rewarding  professional  career.  Please 
contact:  Stephen  Wofford  at  (912)  741- 
6283,  for  a confidential  consultation  or 
write:  Charter  Northside  Hospital,  PO 
Box  4627,  Macon,  Georgia  31208. 
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The  newly  established  Office  of  Rural  Health  held  its 
introductory  meeting  in  Pierre.  Of  the  thirteen  member 
advisory  council,  three  are  physicians,  Drs.  Stephan 
Schroeder,  Miller;  Terrence  Sloan,  Aberdeen;  and 
Tom  Dean,  Wessington  Springs.  Dr.  Robert  Talley, 
Dean  of  USD  School  of  Medicine,  appointed  Tom 
Dean  as  Acting  Chairman  of  the  Council  until  the 
November  meeting  when  a chairman  will  be  elected. 


Maurice  Rousseau,  MD,  Watertown,  died  July  31, 
1989.  He  was  born  September  26,  1912,  in  Min- 
neapolis, Minn.  He  attended  grade  school  and  high 
school  in  Maple  Lake,  Minn;  received  his  pre-med  at 
St.  Thomas  College  in  St.  Paul;  and  his  medical  de- 
gree from  the  University  of  Minnesota  School  of 
Medicine  in  1938.  He  interned  at  Miller  Hospital  in 
St.  Paul. 

Dr.  Rousseau  married  Rose  G.  lessen  on  June  18, 
1938,  in  St.  Paul.  The  couple  moved  to  Watertown 
where  Dr.  Rosseau  was  associated  with  Dr.  H.  Rus- 
sell Brown. 

He  served  in  the  U.S.  Army  Medical  Corp  during 
World  War  II.  He  was  the  recipient  of  the  American 
Theater  Service  Medal  and  the  World  War  Victory 
Medal.  He  attained  the  rank  of  major  and  was 
honorably  discharged  in  1946. 

After  50  years  of  service  to  Watertown,  Dr.  Rous- 
seau retired  from  practicing  medicine.  He  has  been 
Chief  of  Staff  for  both  St.  Ann’s  Hospital  and 
Memorial  Hospital  and  Past  President  of  the  Water- 
town  District  Medical  Society.  He  was  a member  of 
the  South  Dakota  State  Medical  Association;  the 
AMA;  a charter  member  of  the  American  Academy 
Medical  Society  of  General  Practice  and  Family 
Practice;  and  was  also  Codington  County  Health  Of- 
ficer for  many  years. 

He  served  on  the  Board  of  Directors  for  several 
years  for  the  Watertown  Country  Club  and  was  Presi- 
dent for  four  terms.  Dr.  Rousseau  was  an  avid  golfer 
and  hunter.  He  was  a Charter  member  of  the  G & N 
Club  and  a member  of  the  National  Rifle  Association. 
He  was  a life  member  of  the  Watertown  Elks  Lodge; 
a member  of  the  American  Legion;  a member  of  the 
VFW;  the  United  Commercial  Travelers;  and  the 
Knights  of  Columbus.  He  was  a founding  member  of 
the  Holy  Name  Catholic  Church. 

Survivors  include  his  wife.  Rose,  of  Watertown; 
four  sons.  Dr.  David  and  Patrick,  both  of  San  Diego, 
Calif.;  Thomas  of  Willmar,  Minn,  and  Robert  of 
Watertown;  and  5 grandchildren. 


M.  Roy  Schwarz,  MD,  (left)Secretary,  AMA  Council  on 
Medical  Education,  presents  Dr.  Quinn  with  a Certificate  of 
Appreciation,  while  Mrs.  Quinn  and  Richard  L.  Egan,  MD, 
Assistant  Executive  Vice  President,  AMA  Medical  Educa- 
tion and  Science,  look  on. 

Robert  H.  Quinn,  MD,  was  honored  by  officials  of  the 
American  Medical  Association  at  a special  recognition 
luncheon  during  the  AMA  meeting  in  Chicago,  in  June. 
Dr.  Quinn  was  cited  for  his  leadership  and 
contributions  to  the  AMA  Section  on  Medical  Schools 
and  to  medical  education  in  general.  Dr.  Quinn  retired 
this  month  from  his  role  as  Professor  of  Surgery  and 
Associate  Dean  for  West  River  campus,  USD  School  of 
Medicine.  He  was  Dean  of  the  School  of  Medicine  from 
1982  through  1989,  and  prior  to  that  had  been  Chairman 
of  the  Department  of  Surgery  at  the  school. 

A 1943  graduate  of  Creighton  University  School  of 
Medicine,  Dr.  Quinn  spent  most  of  his  medical  career 
in  the  practice  of  general  surgery  in  Sioux  Falls.  He  was 
president  of  the  South  Dakota  State  Medical  Associa- 
tion in  1970-1971 . In  1986,  he  and  his  wife,  Ruth,  moved 
to  Spearfish,  where  they  now  are  living. 

Dr.  Alex  Adajar  and  his  wife,  Romana,  were  welcomed 
to  Castlewood  recently  with  an  open  house.  The 
Adajars,  originally  from  the  Philippines,  came  to  the 
United  States  in  1968.  Dr.  Adajar  practiced  in  Chicago 
for  five  years  and  then  moved  to  Bowdle,  SD,  where  he 
practiced  for  the  next  12  years.  He  then  moved  to  West 
Virginia  for  two  years,  and  is  now  back  in  South  Dakota. 
Dr.  Adajar  practices  in  Clear  Lake  and  also  at  the 
satellite  clinic,  in  Castlewood,  which  is  operated  by 
Deuel  County  Memorial  Hospital.  The  Adajars 
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returned  to  South  Dakota  to  be  closer  to  their  five 
children  and  seven  grandchildren,  all  of  whom  reside  in 
South  Dakota. 


***** 

Marv  Looby,  (Mrs.  Thomas),  Sioux  Falls,  has  been 
appointed  by  the  Governor  to  the  South  Dakota 
Economic  Development  Finance  Authority.  Her  term, 
which  begins  immediately,  will  run  until  June  30, 1993. 

***** 

Dr.  G.  Robert  Bartron,  of  Watertown,  a long  time 
member  of  the  South  Dakota  State  Board  of  Medical 
Examiners  has  been  reappointed  to  the  Board  for 
another  five  year  term  by  Governor  Mickelson. 

* * * * 

Loren  Amundson,  MD,  Sioux  Falls,  has  been  named  the 
1989  Family  Doctor  of  the  Year  by  the  South  Dakota 
Academy  of  Family  Physicians.  The  award  is  presented 
to  doctors  dedicated  to  promoting  and  maintaining  the 
highest  standards  of  family  practice. 

Dr.  Amundson,  a native  of  Sioux  Falls,  received  his 
medical  degree  from  the  University  of  Wisconsin 
School  of  Medicine  in  1956.  He  has  practiced  in  South 
Dakota  since  returning  from  military  service  in  1959. 

He  has  a private  practice  in  Sioux  Falls  and  is  an  in- 
structor of  family  practice  at  USD  School  of  Medicine. 
In  1974,  he  founded  the  family  medicine  department  at 
the  school.  Dr.  Amundson  also  serves  on  the  American 
Academy  of  Family  Physicians’  Commission  on  Con- 
tinuing Medical  Education,  the  Residency  Review 
Committee  for  Family  Practice  and  American  Board  of 
Family  Practice.  He  is  a charter  diplomate  of  the 
American  Board  of  Family  Practice. 

Dr.  Amundson  and  his  wife.  Mavis,  have  two  married 
children,  Carolynn  and  Mark.  # 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  Is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warnii^:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  btoctode.  These  Include,  anti-diuresis,  a general  picture  of 
central  excitation  includirig  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.L2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  L3 
Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  L3,4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  ’A  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 tinres  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Stippiiod;  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AMA  Physicians  ’ Recognition  Award 


AMA  Physicians’  Recognition  Award  Recipients 

Congratulations  to  the  physicians  in  South  Dakota  who  have  earned  the  AMA  Physicians’  Recognition  Award  in  the 
months  of  April  and  May,  1989. 


April 


Jerome  W.  Freeman,  MD* 

Sioux  Falls 

Richard  I.  Porter,  MD* 

Yankton 

Gary  A.  Halma,  MD* 

Sioux  Falls 

Dennis  C.  Stevens,  MD* 

Sioux  Falls 

Kim  M.  Lorenzen,  MD* 

Mitchell 

Ronold  R.  Tesch,  MD* 

Brookings 

Bruce  C.  Lushbough,  MD* 

Brookings 

Chung  H.  Tuan,  MD* 

Yankton 

John  M.  McKichan,  MD* 

Aberdeen 

Curtis  H.  Wait,  MD* 

Brookings 

David  M.  Patterson,  MD* 

Redfield 

Theodore  J.  Wrage,  MD* 

Watertown 

May 

Michael  E.  Hogue,  MD* 

Sioux  Falls 

Robert  E.  VanDemark,  Sr.,  MD* 

Sioux  Falls 

Eugene  O.  Hoxtell,  MD* 

Sioux  Falls 

James  W.  Wiggs,  MD* 

Yankton 

* members  of  the  South  Dakota  State  Medical  Association  # 


Announcement 

American  Medical  Association  Hospital 
Medical  Staff  Section 

Fourteenth  Assembly  Meeting 
November  30  - December  4, 1989 

Medical  Staffs  from  across  the  country  are  en- 
couraged to  elect  a medical  staff  representative  to 
participate  in  the  AMA-HMSS  Assembly  meeting 
November  30  - December  4,  1989  at  the  Sheraton 
Waikiki  Hotel  in  Honolulu. 

The  HMSS  Assembly  provides  medical  staffs  with  a 
unique  opportunity  to  discuss  and  participate  in  the 
policymaking  process  of  the  AMA.  In  addition  to 
the  Assembly  Meeting,  the  HMSS  will  sponsor  an 
educational  program  on  a topic  of  interest  to  medi- 
cal staffs.  For  further  information  about  the 
AMA-HMSS,  please  call  (312)  645-4754  or  645- 
4761. 


1989 

SDSMA/Specialty  Meetings 

Fall  Council  Meeting.  September  22, 1989.  Howard 
Johnson,  Sioux  Falls,  SD. 

North  Central  Medical  Conference.  November  11- 
12, 1989.  Radisson  Plaza,  Minneapolis,  MN. 

Winter  Council  Meeting.  November  17,  1989. 
Ramkota,  Pierre. 

AMA  Interim  Meeting.  December  3-6,  1989. 
Honolulu,  Hawaii. 
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yW  ary  Lanning  Memorial  Hospital  is  simply  the  premiere  medical 
facility  in  greater  Nebraska. 

MWJL  Mary  Lanning  is  a modern  195-bed  health  center  serving  a 
regional  population  of  100,000.  The  hospital  boasts  a regional  cancer  center 
complete  with  linear  accelerator  and  CT-scanner  as  well  as  mobile  MRI, 
lithotripter  and  cardiac  cath  services. 

Mary  Lanning  also  has  a sleep  disorder  center,  psychiatric  unit  and  a 
variety  of  diagnostic  and  treatment  services. 

You'll  join  a distinguished  medical  community  that  enjoys  referrals  from 
across  greater  Nebraska.  And  you'll  be  working  with  a hospital  that  is 
dedicated  to  maintaining  its  position  as  Central  Nebraska's  health  care 
leader. 


/f  you've  never  been  to  Hastings,  Nebraska  (pop  23,000),  you’re  in  for 
a very  pleasant  surprise. 

We  have  two  colleges,  a fully-accredited  natural  history  museum  and 
planetarium,  excellent  schools,  an  art  gallery,  a symphony  orchestra,  a 
community  theatre,  a gorgeous  YMCA,  three  golf  courses,  hunting,  fishing, 
boating  and  a host  of  other  activities. 

Your  kids  can  walk  to  school  safely 


You  can  get  to  work  in  about  five 
minutes.  You  can  enjoy  a choice  steak  dinner  for  around  ten  bucks.  You 
can  breathe  clean,  crisp  air.  And  you  can  buy  a beautiful  home  for  tens  of 
thousands  less  than  you  might  imagine. 

Is  this  your  idea  of  quality  life?  If  so,  Hastings  could  he  just  perfect  for 
vou  and  vour  family. 


Mary  Lanning  Memorial  Hospital  is  searching  for 
highly-qualified  physicians  in  the  following  areas 


• Orthopaedic  Surgery 

• Radiology 

• Neurology 


• Family  Practice 

• Psychiatry 

• Pathology 


• Internal  Medicine 

• OB-GYN 

• Medical  Oncologist 


If  you  want  to  join  Central  Nebraska's  health  care  leader  in  one  of 
Nebraska's  most  livable  cities,  forward  your  curriculum  vitae  in  confidence 
to: 


Physician  Recruitment  Committee 
Mary  Lanning  Memorial  Hospital 
'15  N.  St.  Joseph  Ave. 

Hastings,  Nebraska  68901 
402/463-4521 


Mary  Lanning 
Memorial  Hospital 


to  work  with 


The  health  care  leader  for  Central  Nebraska 


SDSMA  Members 


ACTIVE  MEMBERS 

Stephen  J.  Steska,  MD 

R 

Raymond  H.  Allen,  MD 

North  Central  Heart 

I 

Prairie  Lakes  Hospital 

Watertown,  SD 

1100  S.  Euclid  Ave.,  #500 

Sioux  Falls,  SD 

Benjamin  N.  Taylor,  MD 

100 12- A Spearfish  Ave. 

Ellsworth  AFB,  SD 

FP 

Marcia  K.  Beckman,  MD 

Ors 

Yankton  Medical  Clinic 

PO  Box  706 

Yankton,  SD 

Bruce  A.  Watt,  MD 

Central  Plains  Clinic 

2727  S.  Kiwanis  Avenue 

Sioux  Falls,  SD 

I 

Frederic  Birch,  MD 

I 

2929  Fifth  St.,  #230 

Rapid  City,  SD 

R.  Herbert  Wiebe,  MD 

USDSM,  Dept,  of  Ob/Gyn 

1100  S.  Euclid  Ave. 

Ob/Gyn 

Russell  T.  Brown,  MD 

2200  N.  Kimball 

FP 

Sioux  Falls,  SD 

Mitchell,  SD 

Brent  A.  Willman,  MD 

Central  Plains  Clinic 

Ped 

Margaret  Faithe,  MD 

1320  S.  Minnesota  Avenue 

Sioux  Falls,  SD 

FP 

2727  S.  Kiwanis  Avenue 

Sioux  Falls,  SD 

Douglas  Geise,  MD 

Central  Plains  Clinic 

FP 

ASSOCIATE  MEMBERS 

Resident 

2727  S.  Kiwanis  Ave. 

Sioux  Falls,  SD 

Bruce  W.  Arvold,  MD 

Family  Practice  Center 

2300  S.  Dakota  Ave. 

Laurie  Hill,  MD 

Central  Plains  Clinic 

FP 

Sioux  Falls,  SD 

Resident 

2727  S.  Kiwanis  Ave. 

Sioux  Falls,  SD 

Todd  H.  Dehli,  MD 

Family  Practice  Center 

2300  S.  Dakota  Ave. 

Dominic  V.  Hurley,  MD 

1301 S.  9th  Ave.,  #401 

I/Card 

Sioux  Falls,  SD 

Resident 

Sioux  Falls,  SD 

Patti  J.  Hook,  MD 

Family  Practice  Center 

Jeffrey!.  Liudahl,  MD 

Benedictine  Center 

1000  W.  4th  St. 

ER 

2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

Resident 

Yankton,  SD 

John  J.  Lassegard,  MD 

Family  Practice  Center 

Richard  R.  McClaflin,  MD 

Family  Practice  Center 

FP 

2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

2300  S.  Dakota  Avenue 

Sioux  Falls,  SD 

Allen  J.  Mork,  MD 

Family  Practice  Center 

Resident 

Mark  J.  Oppenheimer,  MD 

Central  Plains  Clinic 

Endo 

2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

2727  S.  Kiwanis  Ave. 

Sioux  Falls,  SD 

James  L.  Richardson,  MD 

Family  Practice  Center 

Resident 

Clarito  M.  Pang,  MD 

Medical  Associates  Clinic 

PO  Box  758 

Ped 

2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

Resident 

Pierre,  SD 

Arden  E.  Virnig,  MD 

Family  Practice  Center 

Michael  Robinson,  MD 

1206  S.  Euclid  Ave. 

One 

2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

Sioux  Falls,  SD 

George  M.  Wagner,  MD 

Resident 

Calvin  D.  Sprik,  MD 

415  W.  Third  St. 

Yankton,  SD 

Oph 

Family  Practice  Center 

2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

SEPTEMBER  1989 


23 


57th  ANNUAL  POSTGRADUATE 
ASSEMBLY 

Omaha  Mid-West  Clinical  Society 

November  2, 3,  and  4, 1989 
(Thursday,  Friday  and  Saturday) 

The  Red  Lion  Inn, 

Omaha,  Nebraska 

For  information,  please  contact: 

Miss  Lorraine  E.  Seibel 
Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  #205-B 
Omaha,  NE  68114 
(402)  397-1443 


SURGEON 

OPPORTUNITY 

Immediate  opening  for  General  Surgeon 
in  Rural  Nebraska,  Board  Certified  or 
Board  Eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great 
Hunting  and  Fishing. 

Contact: 

Wallace  & Panzer,  MD,  PC 
807  North  Ash 
Gordon,  Nebraska  69343 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening  for 
full-time  career-oriented  emergency 
physicians  in  Sioux  Falls,  Aberdeen  and 
Yankton.  Excellent  benefits  including 
malpractice,  disability,  health 
insurance,  profit  sharing,  etc.  Flexible 
work  schedules,  excellent  working  and 
living  conditions. 

Contact:  Donald  Kougl,  MD 

(307)  632-1436 

or  send  CV  to:  EMP,  PC 

PO  Box  805 
Cheyenne,  WY 
82003 
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The  following  physicians  recently  began  practicing 
medicine  in  South  Dakota. 

Lynn  B.  Rowe,  MD  has  begun  his  general  surgery 
practice  in  Mobridge.  He  also  travels  to  surrounding 
towns  when  needed.  He  was  born  and  raised  in  Spanish 
Fork,  Utah;  attended  pre-med  at  Brigham  Young 
University  in  Utah  and  received  his  medical  degree  at 
George  Washington  School  of  Medicine  in  Washington, 
DC  in  1%1.  He  entered  the  Air  Force  in  1961  and 
interned  at  LDS  Hospital  in  Salt  Lake  City;  completed 
a general  surgery  residency  at  LSD  and  at  Wilford  Hall, 
USAF  Medical  Center  in  San  Antonio,  TX  in  1972. 

Dr.  Rowe  was  Chief  of  Aerospace  Medicine  at  Ed- 
wards Air  Force  Base  in  California  from  1962-1964; 
Commander  of  the  USAF  dispensary  in  Itazuke,  Japan 
in  1%7;  Chief  of  the  Test  and  Evaluation  Branch  of  the 
Medical  Systems  Division  School  of  Aerospace 
Medicine  in  San  Antonio  in  1968;  and  Chief  of  Surgical 
Services  at  the  USAF  Academy  Hospital  in  Colorado 
Springs  from  1972-1975. 

He  had  a private  practice  in  surgery  for  five  years  in 
Anaheim,  California  and  four  years  in  Payson,  Utah. 
He  then  went  to  England  as  Chief  of  Surgical  Services 
of  the  RAF  Upper  Heyford;  and  in  1987  until  his  retire- 
ment from  the  Air  Force  this  year,  he  was  Chief  of 
Surgic2il  Services  at  the  USAF  Hospital  in  Las  Vegas. 

Dr.  Rowe  and  his  wife,  Karen,  had  five  children, 
one  daughter  died  at  the  age  of  17  of  leukemia,  Brad- 
ley is  still  at  home  and  the  other  three  are  married. 
The  Rowes  have  five  grandchildren. 

4c  4:  * * * 

Robert  Rodgers,  Sr,  MD  is  the  new  medical  director  of 
Sacred  Heart  Hospital’s  emergency  center,  in  Yankton. 
He  was  born  in  Oakland,  California  and  raised  in 
Connecticut.  Dr.  Rodgers  received  his  medical  degree 
from  the  University  of  Guadalajara,  Mexico  in  1981.  He 
completed  an  internal  medicine  internship  in  1983  at 
the  University  of  California  Medical  School  in  San 
Francisco.  He  completed  a transitional  residency  at 
Sioux  Valley  Hospital  in  Sioux  Falls  in  1987  and  a 
residency  in  internal  medicine  at  Yale  University 
School  of  Medicine  in  Conneeticut. 

4:  4:  4e  4:  4: 

Hollis  Nipe,  MD  has  begun  his  internal  medicine 
praetiee  at  the  Brown  Clinie  in  Watertown.  He  was 
born  and  raised  in  Clark.  He  received  his  bachelor  of 
science  degree  from  USD  in  Vermillion,  in  1981  and  his 
medical  degree  from  USD  School  of  Medicine  in  1985. 
He  eompleted  a four  year  residency  at  the  Royal  C. 
Johnson  Veterans  Administration  Hospital  in  Sioux 
Falls. 


Dr.  Nipe  served  as  chief  medical  resident  of  the  In- 
ternal Medicine  Residency  Program  at  the  USD  School 
of  Medicine.  He  is  certified  in  advanced  trauma  life 
support  and  served  as  instructor  for  advanced  cardiac 
life  support.  He  is  a member  of  the  SD  State  Medical 
Association,  the  AMA  and  the  American  College  of 
Physicians.  Dr.  Nipe  enjoys  hunting,  fishing,  racquet- 
baU  and  golf. 

* 4t  * 4<  * 

Lori  A,  Hansen,  MD  has  joined  the  Yankton  Medical 
Clinic  in  Yankton  as  a specialist  in  pulmonology.  She  is 
a native  of  Yankton.  Dr.  Hansen  received  her  bachelor 
of  science  degree  in  life  sciences  in  1980,  from 
theUniversity  of  Nebraska;  her  medical  degree  from  the 
University  of  Nebraska  College  of  Medicine  in  1984; 
completed  an  internal  medicine  residency  in  1987  at 
USD  affiliated  hospitals;  and  completed  a fellowship 
in  internal  medieine  and  thoracic  diseases  at  Mayo 
Clinic. 

Dr.  Hansen  and  her  husband,  Michael  Waid,  have 
two  sons,  Michael,  7,  and  Matthew,  1. 

***** 

Another  new  pysician  at  the  Brown  Clinic  in  Watertown 
is  Dr.  Aaron  Shives,  whose  specialty  is  family  practice. 
He  is  a native  of  South  Dakota;  born  and  raised  in 
Milbank.  Dr.  Shives  reeeived  his  bachelor  of  science 
degree  from  South  Dakota  State  University;  his  medical 
degree  from  USD  School  of  Medicine;  and  completed 
a family  practice  residency  at  the  Family  Practice 
Center  in  Sioux  Falls. 

In  1985,  Dr.  Shives  was  the  first  recipient  of  the 
Donald  L.  Alcott,  MD  Award  for  Clinical  Promise.  He 
is  a resident  board  member  of  the  SD  Academy  of  Fami- 
ly Physicians  and  a resident  member  of  the  McKennan 
Medical  Education  Committee.  He  also  served  as  the 
SD  delegate  to  the  National  Conference  of  Family  Prac- 
tice Residents  in  1987-88,  as  well  as  resident  delegate  to 
the  SD  State  Medical  Association  and  chairman  of  the 
SD  Family  Medicine  Interest  Group  in  1988-89.  He  is 
a member  of  the  SD  State  Medical  Association,  the 
AMA,  The  Christian  Medical/Dental  Society,  SD 
Academy  of  Family  Physicians  and  the  American 
Academy  of  Family  Physicians. 

Dr.  Shives  and  his  wife,  Deanna,  have  three  children, 
Benjamin,  5,  Danielle,  3,  and  Abby  Marie,  1.  # 
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Future  Meetings 


October 

Trends  in  Pediatrics,  Marriott’s  Mountain  Shadows, 
Scottsdale,  AZ,  Oct.  6-8.  Fee:  $365.  16  hrs.  AMA  Category  I 
credit.  Contact:  CME  Registration,  Dept,  of  Educ.,  Am. 
Acad,  of  Peds.,  Box  927,  Elk  Grove  Village,  IL  60009-0927. 
Phone:  1-800-433-9016,  ext.  7657. 

4:  * * 

Costs,  Quality  and  Controls:  Seeking  The  Right  Balance,  J.W. 

Marriott  Hotel,  Washington,  DC,  Oct.  18-22.  Fee:  $100. 
17hrs.  AMA  Category  I credit.  Contact:  Am.  Society  of  Int. 
Med.,  1101  Vermont  Ave.,  NW,  Ste.  500,  Washington,  DC 
20005-3457.  Phone:  (202)  289-1700. 

iK  4:  * 

Quality  Assurance  and  Accreditation  in  Managed  Care 
Organizations,  Michigan  Inn,  Detroit,  MI,  Oct.  19-20.  Fee: 
$325.  11  hrs.  AMA  Category  I credit.  Contact:  Marlene 
Hulteen,  Mich.  Health  Care  Instit.,  6215  W.  St.  Joseph, 
Lansing,  MI  48917.  Phone:  (517)  323-3443. 

c * * 

Practical  Approaches  to  Managing  Trauma,  Holiday  Inn  East, 
St.  Paul,  MN,  Oct.  19-21.  Fee:  $250.  16.5  hrs.  AMA  Category 
I credit.  Contact:  Kathleen  Fritz,  Registrar,  CME,  St. 
Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101. 
Phone:  (612)  221-3992. 

♦ * * 

Fourth  Annual  Chicago  Lung  Conference,  Chicago  Athletic 
Asso.,  Chicago,  IL,  Oct.  19-21.  Contact:  Prof.  Educ.  Section, 
Chicago  Lung  Assoc.,  1440  W.  Washington  Blvd.,  Chicago, 
IL  60607-1878.  Phone:  (312)  243-2000. 

4:  * 4: 

Hematology /Medical  Oncology  for  the  Primary  Care  Physician, 
Second  Annual  Hematology  and  Oncology  Conference, 

Hennepin  County  Med.  Ctr.,  Minneapolis,  MN,  Oct.  20. 
Contact:  Off.  of  Academic  Affairs,  701  Park  Ave.,  Ste.  4220, 
Minneapolis,  MN  55415.  Phone:  (612)  347-2075. 

4i  4c  4: 

Cellular  and  Molecular  Targets  of  Cancer  Therapy,  Stouffers 
Greenway  Plaza  Hotel,  Houston,  TX,  Oct.  24-27.  Contact: 
M.  D.  Anderson  Cancer  Ctr,  Jane  Brust,  1515  Holcombe 
Blvd.,  Houston,  TX  77030.  Phone:  (713)  792-2222. 

4c  4i  4: 

Third  Annual  Cardiology  Conference,  Hennepin  County  Med. 
Ctr.,  Minneapolis,  MN,  Oct.  27.  Contact:  Off.  of  Academic 
Affairs,  701  Park  Ave.,  Ste.  4220,  Minneapolis,  MN  55415. 
Phone:  (612)  347-2075. 

* 4:  4: 

Paul  C.  Layboume  Psychiatry  Symposium,  Hyatt  Regency 
Crown  Center  Hotel,  Kansas  City,  MO,  Oct.  28.  Contact: 
Bernice  Jackson,  U.  of  Kans.  Med.  Ctr.,  Off.  Cont.  Educ., 


Rainbow  & Olathe  Blvds.,  Kansas  City,  KS  66103.  Phone: 
(913)  588-4490. 

November 

57th  Annual  Postgraduate  Assembly,  Red  Lion  Inn,  Omaha, 
NE,  Nov.  2-4.  Contact:  Lorraine  Seibel,  Omaha  Mid-West 
Clinical  Soc.,  7363  Pacific  St.,  205-B,  Omaha,  NE  68114. 
Phone:  (402)  397-1443. 

4:  4:  4: 

Second  Annual  Medical  Intensive  Care  Conference,  Hennepin 
County  Med.  Ctr.,  Minneapolis,  MN,  Nov.  2-3.  Contact:  Off. 
of  Academic  Affairs,  701  Park  Ave.,  Ste.  4220,  Minneapolis, 
MN  55415.  Phone:  (612)  347-2075. 

4e  4c  4: 

74th  Scientific  Assembly  of  Interstate  Postgraduate  Medical 
Association,  'A  Primary  Care  Update",  Town  & Country  Hotel, 
San  Diego,  CA,  Nov.  6-9.  24  hrs.  AAFP  & AMA  Category  I 
credit.  Contact:  H.  B.  Maroney,  Exec.  Dir.,  IPMA,  PO  Box 
5474,  Madison,  WI  53705.  Phone:  (608)  257-1401. 

4:  4:  4c 

Neurology  Update,  Earle  Brown  Cont.  Educ.  Ctr.,  St.  Paul, 
MN,  Nov.  10.  Fee:  $125.  6 hrs.  AAFP  & AMA  Category  I 
credit.  Contact:  Kathleen  Fritz,  Registrar,  CME,  St. 
Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101. 
Phone:  (612)  221-3992. 

4:  4:  4c 

Fourth  National  Forum  on  AIDS  & Hepatitis  B,  Washington 
Hilton,  Washington,  DC,  Nov.  19-21.  Fee:  $295.  Contact: 
Nat’l.  Foundation  of  Infectious  Diseases,  4733  Bethesda 
Ave.,  Ste.  750,  Bethesda,  MD  20814.  Phone:  (301)  656-0003. 

December 

Pediatric  Update,  Williamsburg  Lodge,  Williamsburg,  VA, 
Dec.  15-17.  Contact:  CME  Registration,  Am.  Acad,  of  Peds., 
PO  Box  927,  Elk  Grove  Village,  IL  60009-0927.  Phone: 
1-800-433-9016,  ext.  7567. 


The  American  Medical  Association  has  announced  the 
creation  of  Ameiican  Medical  Television.  This  is  a 2-hour 
program  on  the  Discovery  Channel  every  Sunday  from  9 to 
11  am.  Central  Standard  Time,  starting  Sunday,  January 
8, 1989.  American  Medical  Television  carries  CME  credits 
for  its  programs. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  A5.  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 

Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Unibitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner)P, 
ec at: Psychopharmacology  61 :2\7 -225,  Mar  22,  1979. 


Limbitrol*® 

Ifanquiiizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
foilows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  antichoUnergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  hrst  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations, Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) , 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antideptessants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  dmgs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abmptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremoi;  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric.-  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic- Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologc:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Thblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

Roche  Products  Roche  Products  Inc 
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In  the  depressed  and  anxious  patient 
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And  The  Weeks  That  Follow 


1^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose’ 

i^First-week  reduction  in  somatic  symptoms’ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Percentage  of  Reduction  in  Individual  Somatic  Syir 
During  First  Week  of  Limbitrol  Therapy* 


♦Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitror  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY. 


Roche  Products 

Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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USD  School  of  Medicine 
Who  Are  Borderline  Patients? 


A Forty-Year  Retrospective  in  the 
Mind’s  Eye  of  a Prairie  Boy 
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THE  SOUTH  DAKOTA  MEDICAL  SCHOOL 

ENDOWMENT  ASSOCIATION  GRATEFULLY 

ACKNOWLEDGES  THE  FOLLOWING 

SPONSORING* 

MEMBERS  FOR  THE  YEAR  1988 

John  Abbott,  MD 

Harold  Frost,  MD 

Harlan  Payne,  MD 

H.  Lee  Ahrlin,  Jr,  MD 

Catherine  Gerrish,  MD 

Michael  Pekas,  MD 

Robert  Akerson,  MD 

Edwin  Gerrish,  MD 

Drew  Purdy,  MD 

Bruce  Allen,  MD 

Robert  Giebink,  MD 

Robert  H.  Quinn,  MD 

Frank  Alvine,  MD 

Robert  Gleeson,  MD 

Brooks  Ranney,  MD 

Dale  Anderson,  MD 

Charley  Gutch,  MD 

Duane  Reaney,  MD 

Paul  Aspaas,  Sr,  MD 

Kenneth  Halverson,  MD 

Arthur  Reding,  MD 

John  Bailey,  MD 

Joseph  Hamm,  MD 

Dennis  Ries,  MD 

John  Barker,  MD 

Helen  Jane  Hare,  MD 

John  Rittmann,  MD 

John  Barlow,  MD 

Donna  Hartfiel,  MD 

William  Rossing,  MD 

Mary  Ann  Bauman,  MD 

Ralph  Heirigs,  MD 

James  Rud,  MD 

Thomas  Beck,  MD 

Earl  Heller,  MD 

John  Sail,  MD 

Richard  Belatti,  MD 

Emil  Hofer,  MD 

Theodore  Sattler,  MD 

G.  Robert  Bell,  MD 

Paul  Hohm,  MD 

Howard  Saylor,  MD 

Dale  Berkebile,  MD 

David  Hoizwarth,  MD 

Richard  Schultz,  MD 

Black  Hills  Medical  Center 

Eugene  Horrell,  MD 

Donald  Sebesta,  MD 

A.  Byford  Anderson,  MD 

David  Hoversten,  MD 

Howard  Shreves,  MD 

Wayne  J.  Anderson,  MD 

Joel  Huber,  MD 

Jerry  Simmons,  MD 

James  Ashbaugh,  MD 

Donald  Humphreys,  MD 

Mary  Slattery,  MD 

Randall  Graff,  MD 

Lowell  Hyland,  MD 

George  Smith,  MD 

Craig  Hayes,  MD 

R.  C.  Jahraus,  MD 

Charles  Stern,  MD 

John  Herbst,  MD 

Richard  Jaqua,  MD 

William  Taylor,  MD 

Ruth  O’Dell,  MD 

Mary  Jaqua,  Ph.D 

Marion  Thompson,  DO 

James  Pucelik,  MD 

George  Jen  ter,  DO 

Arden  Tieszen,  MD 

Reuben  Trinidad,  MD 

Warren  Jones,  MD 

Gerald  Tracy,  MD 

Eugene  Bolliger,  MD 

Irvin  Kaufman,  MD 

Richard  Tschetter,  MD 

David  Brechtelsbauer,  MD 

Roy  Knowles,  MD 

Charles  Turner,  MD 

Stephen  Brzica,  MD 

James  Kullbom,  MD 

Patsy  Uken,  MD 

David  Buchanan,  MD 

Francis  Kwan,  MD 

Susan  Urbatsch,  MD 

Paul  Carpenter,  MD 

Paul  Leon,  MD 

Robert  VanDemark,  Sr,  MD 

Albert  Coates,  MD 

Penny  Lindgren,  MD 

Jose  Villa,  MD 

Craig  Colberg,  MD 

Bruce  Lushbough,  MD 

Kenneth  Vogele,  MD 

James  DeGeest,  MD 

Melford  Lyso,  MD 

Lonnie  Waltner,  MD 

William  Dendinger,  MD 

Lawrence  Massa,  DO 

Karl  Wegner,  MD 

Allan  Dewald,  MD 

James  McGrann,  MD 

Edith  Welty,  MD 

Walter  Drymalski,  MD 

Terence  McManus,  MD 

Thomas  Welty,  MD 

David  Elson,  MD 

Michael  McVay,  MD 

Roger  Werth,  MD 

Blaine  Enderson,  MD 

Frank  Messner,  MD 

Hubert  Werthmann,  MD 

Lawrence  Fenton,  MD 

Charles  Monson,  MD 

James  Wiggs,  MD 

Robert  L.  Ferrell,  MD 

Gregory  Naughton,  MD 

John  Willcockson,  MD 

Stephen  Foley,  MD 

William  Nelson,  MD 

Theodore  Wrage,  MD 

Linda  Foust,  MD 

Wesley  Nord,  MD 

Paul  Wright,  MD 

Jerome  Freeman,  MD 

Peter  O’Brien,  MD 

James  Wunder,  MD 

John  Freeman,  MD 

Warren  Opheim,  MD 

Ronald  Wyatt,  MD 

Saul  Friefeld,  MD 

Russell  Orr,  MD 

Anson  Yeager,  MD 

Harold  Fromm,  MD  Ernest  Palmerton,  MD 

Sponsoring  Members  contribute  $100  or  more  in  a calendar  year. 

SOUTH  DAKOTA 


. 5 


First  hundreds... 


Then  thousands... 


Soon  more  than  a million. 


Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have. The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DMA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


DIET... EXERCISE... 

Humulirf*  ^ 

human  insulin 
[recombinant  DNA  origin] 


IQOuanip** 

.1 

Humulin  y 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
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For  your  insulin-using  patients 
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Responding 
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i_ftnn_Q*;9_i07A  »Reg  Trademarks  Blue  Cross  & Blue  Shield  Assn. 


2 


SOUTH  DAKOTA 


SOUTH  DAKOTA  JOURNAL  OF  MEDICINE 

Volume  42/No.  10  October  1989  (ISSN  0038-3317) 


SCIENTIFIC  ARTICLES 
USD  School  of  Medicine 

Who  Are  Borderline  Patients?  5 

Cynthia  J.  Richards,  MD 

SPECIAL  ARTICLES 

A Forty-Year  Retrospective  in  the 
Mind’s  Eye  of  a Prairie  Boy  15 

Melford  B.  Lyso,  MD 

FEATURES 

Editorial  9 

AZT  and  Asymptomatic  HIV  Infection 
Robert  E.  Van  Demark,  Sr,  MD,  Editor 

President’s  Page  11 

Professional  Liability  Briefs  13 

Auxiliary  News  19 

Correspondence  23 

Directory  Of  This  Month’s  Advertisers  24 

Future  Meetings  24 


NEXT  MONTH 

Eikenella  corrodens:  An  Unusual  Cause  of  Endocard- 
itis in  a Patient  with  Silent  Mitral  Valve  Prolapse 


About  the  Cover 

The  world’s  only  Com  Palace  is  found  in  Mitchell,  SD.  The  bizarre  domes  and  immense  colored  com  mosaics  had  their  origin  in 
pioneer  harvest  festivals.  (Photo  courtesy  of  South  Dakota  Department  of  Tourism.) 


Official  Publication  of  the 
South  Dakota  State 
Medical  Association 

the  South  Dakota  Chapter 
of  the  American  College 
of  Surgeons 

the  South  Dakota 
Psychiatric  Association 
of  the  American 
Psychiatric  Association 

R.  E.  Van  Demark,  MD 
Editor 

Robert  D.  Johnson 
Business  Manager 

EDITORIAL  COMMITTEE 
Richard  Holm,  MD 
Clark  Likness,  MD 
John  Jones,  MD 
Martin  Christensen,  MD 
Mark  Werpy,  MD 
Kevin  Bjordahl,  MD 
Michael  McVay,  MD 
Dennis  Stevens,  MD 
Dan  Heinemann,  MD 
Ken  Peterson,  MD 
Michael  Mathews,  MD 
Milton  Mutch,  MD 
Craig  Hansen,  MD 
Curtis  Liedtke,  MD 

SOUTH  DAKOTA  JOURNAL  OF 
MEDICINE  (ISSN  0038-3317)  is 
published  monthly  for  $15  per  year 
domestic,  $18  per  year  foreign,  $1.75 
for  single  copy,  by  South  Dakota 
State  Medical  Association,  1323 
South  Minnesota  Ave.,  Sioux  Falls, 
SD  57105.  Second  class  postage  paid 
at  Sioux  Falls,  South  Dakota  57101 
and  additional  mailing  offices. 
POSTMASTER:  Send  address 
changes  to  SOUTH  DAKOTA 
JOURNAL  OF  MEDICINE,  1323 
South  Minnesota  Ave.,  Sioux  Falls, 
SD  57105 


OCTOBER  1989 


3 


South  Dakota 
Foundation  for 
medicol  Core 


IMPLEMENTATION  OF  CHAMPUS  REVIEW 

South  Dakota  Foundation  for  Medical  Care  is  responsible  for  perform- 
ing utilization  and  quality  review  of  the  services  provided  to  hospitalized 
CHAMPUS  beneficiaries  through  a contract  between  CHAMPUS  and 
South  Dakota’s  Peer  Review  Organization.  The  CHAMPUS  contract  is 
for  the  period  of  April  1,  1989  through  March  31,  1992. 

CHAMPUS  stands  for  Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services.  CHAMPUS  beneficiaries  are  usually  (1)  families 
of  active  duty,  retired,  or  deceased  uniformed  service  personnel,  or  (2) 
retired  uniformed  service  personnel. 

SDFMC  will  conduct  the  retrospective  review  process  very  similarly  to 
the  present  Medicare  review  process.  Preauthorization,  however,  is  not 
required  as  part  of  the  CHAMPUS  review. 

If  you  have  any  questions  regarding  this  review,  please  feel  free  to  con- 
tact the  SDFMC  office. 
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University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education,  service 
and  research  for  South  Dakotans' 


Who  Are  Borderline  Patients? 

Cynthia  J.  Richards,  MD^ 


ABSTRACT 

"Borderline"  is  a term  used  with  increasing  frequency  to  describe  certain  difficult  patients.  It  refers  to  a 
heterogeneous  population  of  patients  who  tend  to  get  involved  in  impaired  doctor-patient  relationships.  Different 
areas  of  psychiatry  have  their  own,  often  conflicting  definitions  of  these  disorders.  Early  trauma,  neglect  and  genetic 
diatheses  to  axis  I disorders  commonly  occur  in  the  backgrounds  of  these  patients.  Most  have  a combination  of 
factors.  With  the  multiple  different  definitions  and  the  potential  for  misuse  of  the  term,  it  should  be  used  with  cau- 
tion and  vnth  an  understanding  of  what  definition  is  being  used.  Treatment  and  prognostic  implications  need  to 
be  individualized. 


Who  Are  Borderline  Patients? 

"Borderline"  is  a term  commonly  used  to  describe 
certain  difficult  patients.^’^  Historically  it  has  referred 
to  states, the  fringe  of  major  psychiatric  diagnoses'^’®' 

and  pathologic  personality  constellations  and 
organization.'*’^^  The  term  originally  emerged  from 
psychoanalytic  literature  and  is  tied  to  psychoanalytic 
theory  and  terminology  although  other  areas  of 
psychiatry  have  redefined  it.**’*^  Time  has  neither 
refmed  nor  simplified  its  meaning, *’^’*^’*'*  and  the  term 
continues  to  refer  to  an  extremely  heterogeneous  group 
of  patients.^’^’®’^’**’*'*'^*^  Who  are  these  "Borderline" 
patients  and  where  do  they  come  from? 

More  people  are  given  the  diagnosis.  Borderline  Per- 
sonality Disorder,  today  than  in  the  past.*^’*'*’*^'^* 
Often  the  diagnosis  is  based  upon  affect  instability,  in- 
terpersonal difficulties,  and  impulsivity  that  result  in  an 
impaired  doctor-patient  relationship.  Where  do 
such  patients  come  from?  One  large  retrospective 
study^  using  several  current  definitions  of  the  border- 
line personality  found  that  a major  proportion  had 
experienced  multiple  trauma,  usually  neglect  and 
abuse,  in  early  childhood.  In  approximately  10  to  15 
percent,  trauma  appeared  to  be  the  sole  etiologic  fac- 
tor. Another  small  proportion,  described  as  "cranky 
and  irritable",  appeared  to  come  from  families  with 
heavy  genetic  loading  for  affective,  affective  spectrum. 


^Transitional  Resident  at  Sioux  Valley  Hospital,  Sioux  Falls, 
SD. 


or  schizophrenic  spectrum  disorders,  without  other 
identifiable  risk  factors.  The  majority  of  patients  had 
both  early  trauma  emd  genetic  loading.*  Other  inves- 
tigators have  also  identified  early  psychological  trauma 
as  a common  factor,^’  > * " > Some  believe  such 
trauma  is  common,  but  not  necessary  or  sufficient 
alone.^’^**’^^’'*®  The  trauma  may  be  subtle  and  difficult 

99  39  ^ 

to  identify.  ’ Some  stress  that  what  constitutes 
trauma  may  depend  on  the  child’s  temperment.*’^^’^’'** 
Certain  children  may  be  prone  to  perceive  situations  as 
traumatic  that  most  others  would  not.^^’^’'**  Some 
workers  believe  the  only  feature  distinguishing  between 
borderline  disorders  and  the  post-traumatic  stress  dis- 
order is  that  the  trauma  in  PTSD  can  be  identified.^ 

Often  the  diagnosis  Is  based  upon 
affect  instability^  interpersonal 
difficulties,  and  impulsivity  that 
result  in  an  impaired  doctor-patient 
relationship. 

Most  psychoanalytic  explanations  of  borderline 
pathology  focus  on  Mahler’s  rapproachment  phase  of 
separation-individuation,*’*^’^  i.e.,  from  18  to  36 
months"^^’  ’ ^ when  the  child  is  torn  between  develop- 
ing a sense  of  separateness  2md  the  need  for  closeness 
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with  its  mother The  "borderline-to-be"  individual 
is  unable  to  invest  energy  into  exploration  of  the  en- 
vironment because  of  an  overwhelming  concern  about 
an  unavailable  The  child  is 

unable  to  internalize  stable  and  consistent  repre- 
sentations of  self  and  of  significant 
others.^^’^’^^’^’^^’"*^^^  Needs  are  not  consistently  met, 
and  he  or  she  does  not  develop  a sense  that  they  ever 
will  be  satisfied.^^’^’'^^’'*^  Unable  to  experience  this,  the 
child  does  not  internalize  an  abihty  to  meet  his  own 
needs  and  is  therefore  susceptible  to  affect  labihty,^ 
fear  of  abandonment,'*’'^^’^®  identity  problems^^’^^  and 

Other  impaired  ego  functions. 

47,51-56 

The  family  pattern  once  beheved  erroneously  to  be 
etiologic  in  schizophrenia  (cold,  rejecting,  neglecting), 
has  been  found  to  commonly  occur  in  famihes  of  bor- 
derline patientS.l’3-1^’20,30,31,33,34,45,46,57 

previously  beheved  that  these  famihes  would  be  charac- 
terized by  enmeshment.^®  It  has  been  suggested  that 
rather  than  being  the  result  of  specific  peu'ental  pathol- 
ogy borderline  personality  develops  in  a vacuum,  such 
as  neglect.^^’^^’ 

Schizophrenic  Spectrum 

One  of  the  earliest  uses  of  the  term  "borderline"  was 
in  reference  to  those  patients  who  appeared  neurotic, 
but  in  analysis  and  psycholomcal  testing  functioned 
more  like  schizophrenics ,13,24,56,59  jg 

a subgroup  of  people  who  are  sometimes  termed  bor- 
derline, who  are  relatives  of  schizophrenics  and  who  are 
socially  isolated  and  functionally  impaired.^^’^^’^^’^^’^^ 
The  Diagnostic  and  Statistical  Manual,  Third  Edition  - 
revised,  (DSM  IIIR),  diagnosis  of  Schizotypal 
Personality  Disorder  is  one  of  the  lines  of  evolution  of 
this  "schizophrenia-like"  construct.^’^’^^’^^’^^’^^’^^'^^  It 
includes: 

• ideas  of  reference 


• excessive  social  anxiety 

• odd  beliefs  or  magical  thinking 

• unusual  perceptual  experiences 

• odd  or  eccentric  behavior  or  appearance 

• odd  speech 

• inappropriate  or  constricted  affect 

• suspicious  or  paranoid  ideation 

Many  theorists  include  SPD  as  a subdivision  of  Bor- 
derline Personality  Disorder^’^’^*^’^^’^^'^^  although  the 
DSM  IIIR  does  not.^’^^’^’^^  These  schizotypal  patients 
are  not  seen  as  often  in  therapeutic  situations  as  are  bor- 
derline personality  disorder  patients  "proper",^’^^ 
(some  refer  to  this  as  the  unstable  type^^).  When  they 


cU'e  encountered,  the  disorder  tends  to  be  due  to  acute, 
short-lived  psychotic  episodes.^’^’^^’^^’^^’^’^^  Border- 
line patients  in  the  schizophrenic  spectrum  rarely 
become  schizophrenic,  it  is  not  a preschizophrenic 

state.39^6,60,73 


Borderline  patients  tend  to  oscillate 
between  UeaTidng  and  devalnatlng 
the  people  in  their  lives. 


Affective  Spectrum 

The  strongest  evidence  linking  BPD  to  an  axis  I diag- 
nosis is  that  involving  affective  disorders.^’^^’^*^’^^'  ^ 
Some  people  consider  borderhne  to  be  part  of  the 

* * ♦ fX)  * 

spectrum  of  affect  disorders.  ’ People  with  border- 
hne diagnoses  may  be  predisposed  to  affect  disorders, 
9,10,34,6  ,78  diagnostic  entities  may  have  common 

etiologies^  or  the  stress  of  depression  may  result  in  "bor- 
derline" behavior.^^’^^ 

There  are  several  possible  ways  that  borderline  might 
predispose  individuals  to  depressive  disorders.  BPD 
may  interfere  with  normal  development,^*^’^^  or  difficul- 
ties resulting  from  a borderline  lifestyle  may  be 
important  etiologic  factors  in  the  development  of 
depression.^*^’^^  Early  trauma,  neglect  and  loss  as  his- 
toric factor  have  been  found  by  some  in  both  borderline 
and  depressed 

The  affective  spectrum  model  is  simported  by  the 
high  incidence  of  depressive  disorder (major 
depression  and  dysthymia),  and  of  "depressive 

* 0-3  ^ ^ ^ 

spectrum"  ’ ’ disorders  such  as  antisocial  personahty 
disorder,  alcoholism  and  drug  abuse  in  relatives  of  bor- 

g OC  , 

derline  patients.  ’ Many  investigators  see  borderline 
personality  disorders  as  an  expression  of  affect  disor- 
der.^ 

Major  depression  has  been  reported  to  occur  in  40 
to  75  percent  of  borderline  patients  sometime  during 
their  jifg  3,9,15,60,70,88  maybe  skewed,  however,  be- 
cause borderline  patients  are  more  likely  to  be 
evaluated  and  treated  if  there  is  a concomitant  depres- 
sive disorder.^’^®’^"*’^*^’^^’^^  There  also  is  a problem  in 
distinguishing  "depression  as  a syndrome  and  depres- 
sion as  a symptom".^  There  is  considerable  overlap 
between  BPD  and  major  depression,  blurring  this  dis- 
tinction.^’^^’^^’^’^®'^  Depression  occurring  in 
borderline  patients  tends  to  be  atypical  and 
phenomenologically  distinct.^’^’^^’^^  There  tends  to  be 
an  "inner  sense  of  badness,  deprivation  and  an  uncon- 
scious rage  from  early  life",^^  "loneliness  and  isolation 
rather  than  guilt  and  remorse"^"*  and  a "sense  of 
futility".^^ 
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A small  subpopulation  of  borderline  patients  has 
been  described  that  appears  to  be  genetically  and 
symptomatically  linked  with  bipolar  disorder. 


Personality  Constellations  and  Organization 

This  category  contains  the  simplest  and  the  most 
complex  models  of  borderline  disorders.  The  DSM 
IIIR  gives  a cookbook,  operational  and  a theoretical 
definition  of  BPD.^^’^  As  mentioned  above  some 
workers  consider  schizo^al  personality  disorder  to  be 
a subtype  of  DSM  IIIR  does  not.^’^’®^ 

There  are  93  ways  to  meet  the  criteria  for  BPD,  which 
include  patients  without  the  unstable  relations,  labile 
mood,  identity  disturbance  or  impulsive  and  self- 
destructive acts  that  many  believe  to  be  almost 
pathognomonic  for  BPD. 


nany  Deiieve  to 
3,5,29,36,59,60,70,95 


Borderline  personality  organization,  in  contrast  to 
BPD  in  DSM  IIIR,  is  a complicated  psychoanalytic  con- 
cept.It  is  defined  by  intrapsychic  structure  rather 
than  by  traits  or  symptoms,  analogous 

o oo 

to  neurotic  and  psychotic,  ’ that  underlies  several  dif- 
ferent personality  constellations,  most  commonly 
histrionic,  antisocial,  schizotwal  or  narcissistic  per- 
sonality disorders.  ^^^’^^,70,  jhis  concept  is 
supported  by  the  reported  overlap  of  BPD  and  other 
personality  disorders.^^’^^’"*^’^*^’^*^  Identification  of  the 
use  of  certain  defense  mechanisms  is  important  in 
diagnosis  of  borderline  personality  organiza- 
These  patients  tend  to  use  primitive 
defense  mechanisms,^^’^’  i.e.,  those  used  very 

early  in  life,  that  in  contrast  to  neurotic  defense 
mechanisms  weaken  the  ego  because  they  reduce  reality 

testing.20’42402,103 


worthless.^’^’^’^’^^’^^  Splitting  may  also  be  seen 
during  hospitalization  when  staff  members  "split"  over 
a certain  patient,  i.e.,  there  may  be  disagreement  and 
long  discussions  about  the  patient,  ("Main’s 
Syndrome"). 

Projective  identification  is  a complicated  defense 
mechanism  described  in  the  psychoanalytic  literature 
and  said  to  be  used  by  borderline  patients 
6,11,25,49,55,56,102  there  is  considerable  dis- 

agreement over  its  existence. It  involves  the  patient’s 
projection  of  unwanted  aspects  of  himself  onto  the 
physician  and  provoking  a complimentary  reaction,  i.e., 
a reaction  that  confirms  his  projections,  in  the 
physician.^^’"*^’^^’^®^  The  patient  then  acts  in  a control- 
ling  manner  to  protect  himself  from  these 
projections.'^^’^^^’^*^  An  example  of  this  might  be  a 
patient  projecting  his/her  aggressive  impluses  onto  the 
physician  and  then  provoking  anger  in  the  physician  in 
part  by  his  attempts  to  control.  Any  expression  of  hos- 
tility by  the  physician  is  then  used  by  the  patient  to 
confirm  the  patient’s  view.  Splitting  is  recmired  to  iso- 
late the  unwanted  part  of  "self"^^  and  a 
countertransference  reaction  helps  to  reinforce  the 
projection. 

These  defense  mechanisms,  along  with  the  propen- 
sity such  patients  have  for  self-destructive  behavior, 
result  in  countertransference  problems  in 
caregivers;^^’^^’'*^’^^^’^^®  the  people  who  work  with  bor- 
derline patients  often  become  frustrated  and 
angry.^®’^  ,25,42,50,111  y\cting  upon  such  feelings  m^  be 

particularly  harmful  to  these  "fragile"  patients. 

Countertransference  difficulties  may  indicate  that 
one  is  dealing  with  a "borderline". 


These  defense  mechanisms,  along 
with  self-destructive  acts  may  lead 
to  substantial  difficulties  in  the 
doctor-patient  relationship. 


Splitting  is  the  defense  mechanism  most  commonly 
associated  with  borderline  patients.^’^^’^^’^^’^’^^’^^’"*  ’ 
49,52,54  refers  to  an  inability  to  integrate  both  the 
positive  and  negative  attributes  of  an  "object".^*^’^^’'*^’^^’ 
It  is  seen  clinically  in  such  patients’  difficulty  in 
relating  a consistent  description  of  significant  others^^ 
and  in  an  inability  to  perceive  this  inconsistency.^’^^’^^^ 
Borderline  patients  tend  to  oscillate  between  idealizing 
and  devaluating  the  people  in  their  lives.^’^’^^’'*^’^^’^ 

In  some  patients  this  is  also  seen  in  the  way  they  view 
themselves,  at  some  times  grandiose  and  at  others  as 


What  Purpose  Does  The  Term  Borderline  Serve? 

It  could  be  useful  as  a descriptive  term  but  there  are 
many  different  definitions  and  questionable  eonstruct 

raising  the  question  - 
"is  this  a true  population  of  relatively  homogeneous 
patients?"^^'^  Again  there  are  93  ways  to  meet  the 
criteria  for  diagnosis  of  BPD  in  the  DSM  IIIR.  It  is 
often  used  in  a derogatory  way  under  the  guise  of  trying 
to  communicate  useful  information. The  term 
may  be  useful  to  identify  significant  issues  with  the 
patient,  potential  for  transference  and 
countertransference  problems,^  potential  for  suicidal 
behavior^’^^’^^’^®’^^’^’^^^’^^^  and  other  information 
relevant  to  treatment.^^’^^’^^’^^’^^^  Not  everyone  who 
has  been  called  borderline  will  have  these  particular 
characteristics,  and  treatment  needs  to  be  individually 
tailored.^’'^’^’^  Patient-therapist  "fit"  seems  to  be 
particularly  important  with  these  patients.”^’^^’^^’^^’”*^’^^’ 
A patient  may  be  labeled  borderline  because  the 
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physician  is  frustrated,  angry,  or  does  not  like  the 
patient.^^’^  Tagging  a patient  borderline  may  be  used 
to  explain  away  treatment  failures  and 
countertransference  actmg  out.^^’^’^^^  Carrying  such 
a label  may  lead  to  further  problems  for  the  patient  with 
future  caregivers.  Does  a diagnosis  of  borderline  per- 
sonality provide  useful  prognostic  information?  Until 
the  population  is  better  defined,  it  would  appear  that  it 
doesnot.^’^^’^^’^^’^*^’^^’^^^  Concomitant  diagnoses  seem 
to  have  greater  pronostic  and  treatment  implica- 
tions.  BPD  has  been  reported  to 

worsen  the  prognosis  of  some  disor- 
ders.  Major  depression  has  been 

reported  to  improve  prognosis  for 


Conclusion 

Most  borderline  patients  have  both  a history  of  early 
trauma  and  of  genetic  loading,  usually  for  affective  or 
affective  speetrum  disorders.  A minority  may  have  a 
disorder  in  the  schizophrenic  spectrum  with  cognitive 
and  perceptual  difficulties,  inappropriate  or  blunted  af- 
fect and  odd  behavior  or  appearance.  This  is  not  a 
preschizophrenic  disorder. 

There  appeau's  to  be  a high  incidence  of  affect  disor- 
ders in  borderline  patients  although  this  may  represent 
sampling  error.  Borderhne  disorders  may  be  part  of  the 
spectrum  of,  a result  of,  or  a predisposing  factor  for  af- 
fect disorders,  or  they  may  have  etiologic  factors  in 
common.  Depression  in  borderline  individuals  tends  to 
be  phenomenologically  distinct,  characterized  by  feel- 
ings of  badness,  emptiness,  deprivation,  loneliness  and 
futility.  It  should  be  determined  if  the  "depression"  is  a 


symptom  of  BPD  or  an  axis  I diagnosis.  There  is  cdso  a 
small  subpopulation  that  appear  to  have  a disorder  re- 
lated to  the  bipolar  disorders.  DSM IIIR  gives  a simple, 
atheoretical,  operational  definition  of  BPD  although 
there  is  overlap  with  the  affect  disorders.  Some  people 
consider  the  DSM  IIIR  diagnosis  of  schizotypal  per- 
sonahty  disorder  to  be  a type  of  borderline  disorder. 
The  psychoanalytic  community  defines  borderline 
patients  by  underlying  personality  organization  and  the 
use  of  certain  defense  mechanisms.  These  defense 
mechanisms,  along  with  self-destructive  acts  may  lead 
to  substantial  difficulties  in  the  doctor-patient  relation- 
ship. 

The  descriptive  value  of  this  diagnosis  is  limited  by 
the  wide  variation  in  its  meaning.  It  is  necessary  to  know 
what  definition  is  being  used  and  from  what  population 
the  information  is  derived,  (for  example,  inpatients  ver- 
sus outpatients)  when  meiking  generalizations.  Use  of 
this  diagnosis  to  rationalize  treatment  difficulties  and 
failures,  or  in  a derogatory  way,  cannot  be  considered 
productive  and  is  probably  destruetive.  Treatment 
must  be  individucdized  although  an  awareness  of  poten- 
tial treatment  difficulties  is  important.  Prognosis 
cannot  be  determined  based  solely  on  a diagnosis  of 
BPD. 


NOTE: 

To  conserve  space,  the  bibliography  for  this  paper,  which 
lists  120  references  from  the  American  literature,  is  omitted 
here.  Copies  of  the  complete  bibliography  may  be  obtained 
by  contacting  the  author  or  the  South  Dakota  Journal  of 
Medicine. 
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Editorial 


AZT  and  Asymptomatic  HFV  Infection 

Robert  E.  Van  Demark,  Sr,  MD,  Editor 

Under  the  trademark  Retrovir,  the  Burroughs 
Wellcome  Company  has  recently  received  ap- 
proval by  the  Food  and  Drug  Administration  to  market 
AZT  tZiduvudine  - formerly  called  Azidothymidine) 
for  the  treatment  of  HIV  infected,  asymptomatic 
patients.  While  AZT  is  no  cure  for  AIDS,  preliminary 
studies  suggest  that  AZT  may  delay  the  onset  of  AIDS 
in  HIV  infected,  asymptomatic  patients. 

However,  the  virus  itself  may  show  future  mutations 
with  resistance  to  the  drug.  The  prehminary  studies 
suggest  that  AZT  in  combination  with  alpha  or  beta  in- 
terferon may  be  more  effective  than  AZT  aJone. 

The  stigmatization  of  those  testing  positive  for  the 
HIV  infection  has  had  a negative  effect  on  HIV  testing. 
Based  on  these  hopeful  preliminary  tests,  organizations 
representing  high  risk  groups  are  increasingly  advocat- 
ing early  HIV  testing. 


The  problem  of  financing  the  treatment  of  these  HIV 
infected,  asymptomatic  patients  will  be  exacerbated  as 
more  individuals  are  tested  and  HIV  infection  iden- 
tified. Many,  if  not  most,  of  these  patients  will  not  have 
medical  insurance.  Many  employers  now  have  in- 
surance plans  which  specifically  exclude  AIDS, 
AIDS-related  complications  and  medications.  How 
the  health  system  will  handle  the  estimated  increase  of 
600,000  asymptomatic  patients  remains  to  be  seen. 

Possibly  the  cost  of  treatment  will  become  less  with 
the  approval  and  production  of  new  drugs  that  prevent 
viral  gene  replication.  Bristol  Myers,  Hoffmann-La- 
Roche,  Glaxo  and  Triton  are  all  working  on  such  drugs. 

Current  research  at  Johns  Hopkins  indicates  that  the 
cost  of  AZT  treatment  can  be  cut  in  half,  using 
Probenecid  which  prolongs  the  action  of  AZT  as  it  does 
for  Penicillin. 

P.S.  Since  the  writing  of  this  article,  the  makers  of  AZT 
have,  under  pressure,  reduced  the  price  of  the  product  repor- 
tedly 20%,  „ 


South  Dakota  Society  Of 

Pathologists 


Officers  for  1988-89 

Bradley  B.  Randall,  MD,  President 

Roy  G.  Burt,  MD,  Vice  President 

Jerry  L.  Simmons,  MD,  Secretary-Treasurer 


OCTOBER  1989 


9 


The  new  Audi  Coupe 
Quattro.  No  sports 
coupe  has  ever 
offered  such  a 
combination  of  real 
world  practicality 
and  race-bred 
performance. 

The  Audi  Coupe  Quattro’s  practical 
design  has  room  for  five.  Split,  folding 
rear  seats.  And  a long  list  of  luxury 
features. 

The  outstanding  overall  performance 
is  the  result  of  a responsive  20-valve, 
DOHC,  164  hp  engine.  Plus  the  stop- 
ping power  of  anti-lock  brakes.  And 


the  road  holding 
ability  of  our  race- 
proven  Quattro® 
all-wheel  drive 
system. 

And  what  could 
be  more  practical 
than  the  unprecedented  coverage  of 
our  Audi  Advantage  owner  protection 
plan? 

The  new  Audi  Coupe  Quattro. 

If  you’re  ready  to  take  the  Alternate 
Route,  visit  us  for 
a test  drive  today. 

The  Alternate  Route. 


Introducing  The 
Luxury  Sports  Coupe 

That’s 

Practically  Perfect. 


“Where  Quality  and  Integrity  Are  A Matter  of  Pride” 

41st  & Duluth  • Sioux  Falls,  SD  • Phone  (605)  336-3655 


10 


SOUTH  DAKOTA 


Michael  W.  Pekas,  MD,  President,  South  Dakota  State 
Medical  Association 


Membership:  It  is  a Question  of 
Dollars  and  Sense 

Throughout  my  career  in  medicine,  I have  heard  my 
colleagues  express  concern  over  the  cost  of  mem- 
bership dues.  Frankly,  those  are  feelings  that  I have  a 
hard  time  understanding,  not  because  the  cost  of  dues 
isn’t  a concern  to  me,  but  because  I believe  we’ve  been 
focusing  wrongly  on  considerations  of  price  rather  than 
of  value. 

Economists  frequently  use  the  term  "cost  benefit 
ratio"  when  talking  about  the  price  of  an  item  or  service 
in  relation  to  its  value.  That’s  the  way  we  should  be 
looking  at  membership  dues.  I truly  believe  that  AMA 
membership  would  withstand  any  cost  benefit  analysis 
we  could  conduct  with  the  benefits  far  exceeding  the 
costs. 

I am  not  referring  merely  to  the  tangible  benefits  of 
membership,  although  they  are  certainly  numerous  and 
diverse,  including  scientific  pubhcations  such  as  JAMA, 
AM  News,  educational  seminars  and  workshops,  in- 
surance programs  amd  many  more. 

All  are  significant  benefits  provided  members  by  the 
AMA,  but  I believe  that  the  real  value  of  membership 
lies  in  other  areas  — areas  not  so  easily  defined.  To  as- 
sess memberships  true  value,  we  should  be  asking 
ourselves  questions  like  these: 


1.  What  is  it  worth  to  have  our  rights  and  interests 
represented  to  our  local  and  state  legislators  as  well  as 
in  Congress? 

2.  What  is  it  worth  to  have  our  colleagues,  rather 
than  the  government  define  and  monitor  the  standards 
for  medical  training  and  medical  care? 

3.  What  is  it  worth  to  have  a representative  forum 
in  which  we,  along  with  our  colleagues  across  the 
country,  can  raise  and  argue  issues,  reach  a consensus, 
and  formulate  policy  in  diverse  areas  of  medicine? 

4.  What  is  it  worth  to  have  a strong,  unified  voice  of 
American  medicine?  To  enable  our  colleague  to  give 
testimony  to  the  United  States  Congress  to  say,  "Yes,  I 
represent  all  the  physicians  in  this  country." 

Were  we  able  to  place  a dollar  value  on  these  means 
of  preserving  our  rights  as  professionals,  I believe  you 
would  agree  that  the  figure  would  far  and  away  exceed 
the  cost  of  dues. 


In  the  final  analysis,  you  must  decide  whether  you  can 
afford  to  join  the  AMA.  My  guess  is  that  you  can  afford 
it.  My  question  to  you  is:  Can  you  afford  not  to? 

You  cannot  frighten  physicians  into  joining  and  sup- 
porting the  AMA.  Physicians  must  be  convinced  that 
the  right,  necessary  and  sensible  thing  to  do  is  to  join 
the  AMA.  Let  us  never  forget  that  associations  such  as 
the  League  of  Nations  failed  because  the  members  were 
not  ready  to  live  up  to  their  obligations. 


We  must  eliminate  or  bridge  the  chasm  between  the 
silent,  inactive  majority  and  the  active  minority.  Many 
physicians  question  the  value  of  the  network  of  or- 
ganizations into  which  the  strands  of  organized 
medicine  have  been  woven.  Some  would  re-examine, 
reduce  or  even  eliminate  this  network.  This  web  of  in- 
terdependence owes  it  strength  to  the  AMA’s  long 
range  policies  and  the  House  of  Medicine’s  ability  to 
arise  above  the  maelstrom  of  immediate  events  and 
crises.  Outside  isolation  provides  the  mechanism  for 
breaking  the  web  of  interdependence.  Physicians  can- 
not isolate  themselves  from  the  organizations 
representing  them  or  their  ability  to  maintain 
themselves  as  independent  professionals  will  be  lost  as 
it  was  in  England. 


We  practice  in  a complex  professional  economic  and 
social  framework  that  responds  to  a variety  of  pressures. 
Alone  we  cannot  exert  much  influence  on  that 
framework,  but  collective  and  cohesive  strength  make 
the  difference.  If  the  AMA  is  found  wanting,  it  is  due 
to  lack  of  member  support  rather  than  intrinsic  weak- 
ness. X # 


OCTOBER  1989 


11 


A PRESCRIPTION 
FORPtmiCIANS 

BOTHERED  BY:  

★ Too  much  popenA/ork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

CAPT  THOMAS  RICE 
402-551-0928 
COLLECT 


V' 


Professional  Liability  Briefs 


Risk  Management  for  Physicians 

Duty  of  Physician  to  Testify  in  Court  for  His 
Injured  Patient 

David  A.  Gerdes^ 

The  Superior  Court  of  New  Jersey,  Appellate 
Division,  has  affirmed  a judgment  against  S.  Khalid 
Hussain,  MD,  in  the  amount  of  $162,500  for  his  failure 
to  provide  expert  medical  testimony  on  behalf  of  his 
patient  in  a case  brought  by  the  patient  to  recover  for 
those  injuries.  The  court  went  on  to  state  that  when  a 
physician  treats  an  accident  victim  he  impliedly  agrees 
to  render  at  the  very  least  litigation  assistance  concern- 
ing the  nature,  extent  and  causality  of  the  patient’s 
injuries.  The  court  did  not  impose  an  unequivocal  duty 
on  the  part  of  the  physician  to  testify  where  he  advises 
his  patient  from  the  outset  that  he  will  not  testify,  but  it 
emphasized  that  even  in  that  instance,  the  physician  had 
an  obligation  to  render  other  litigation  assistance,  such 
as  rendering  of  reports,  consultation  with  counsel  and 
forensic  witnesses,  and  the  like.  On  the  other  hand,  the 
court  imposed  upon  a physician  a duty  to  testify,  where 
he  in  fact  had  agreed  to  testify. 

The  plaintiff  was  a self-employed  scrap  metal  dealer 
who  brought  a load  of  iron  to  the  premises  of  a recycling 
corporation.  He  fell  into  a metal  disposal  pit  after  slip- 
ping on  a ramp  covered  with  grease,  suffering 
orthopedic  and  neurological  damage.  Dr.  Hussain  was 
his  primary  physician.  As  the  trial  date  approached,  the 
plaintiffs  attorney  met  with  Hussain  to  prepare  his  tes- 
timony. Since  the  doctor  unequivocally  agreed  at  that 
conference  to  testify  as  long  as  he  had  adequate  notice, 
he  was  not  subpoenaed. 

A triad  date  was  set  and  rescheduled  because  Dr. 
Hussain  was  scheduled  to  be  out  of  the  country  on  a 
vacation.  The  second  trial  date  was  cleared  with  his  of- 
fice, and  the  plaintiffs  attorney  conferred  with  the 
doctor  by  telephone  to  coordinate  the  time  of  his  ap- 
pearance in  court.  Since  the  doctor  had  just  returned 
from  his  vacation,  it  was  agreed  that  his  testimony  would 
not  occur  until  the  Monday  following  the  week  in  which 
the  trial  was  conducted.  The  court  had  again  agreed  to 
modify  the  trial  schedule  to  accommodate  Dr. 


^May,  Adam,  Gerdes  & Thompson,  Attorneys  at  Law,  Pierre, 
SD.  General  Counsel,  South  Dakota  State  Medical 
Association. 


Hussain’s  schedule.  He  was  to  appear  at  9:00  a.m.  on 
Monday  morning  and  did  not  appear.  He  was  finally 
reached  at  the  hospital  after  the  trial  was  scheduled  to 
resume,  and  he  agreed  to  be  present  at  1:00  p.m.  He 
never  showed  up.  Therefore  the  plaintiff  had  to  settle 
for  a sum  considerably  less  than  that  which  he  felt  the 
claim  was  worth. 

The  second  trial  against  Dr.  Hussain  was  really  two 
trials  — one  to  determine  how  much  the  plaintiff  would 
have  reeovered  had  Dr.  Hussain  testified,  £md  the  other 
to  determine  whether  Dr.  Hussain  had  breached  his 
obligation  to  testify  on  behalf  of  his  patient.  The  jury 
concluded  that  the  plaintiff  would  have  received 
$250,000  had  the  first  case  gone  to  trial,  which  was 
reduced  to  $162,500  by  the  thirty-five  percent  deter- 
mined by  the  jury  to  relate  to  the  plaintiffs  negligence 
in  the  original  aceident. 

It  is  not  difficult  to  conclude  that  Dr.  Hussain  was 
wrong  in  refusing  to  appear  at  trial  after  he  had  une- 
quivocally promised  to  be  there.  His  testimony  was 
essential  for  the  plaintiff  to  prove  the  nature,  extent  and 
causation  of  the  plaintiffs  injuries.  By  his  not  appear- 
ing, he  placed  the  chances  of  success  of  his  patient’s  case 
in  serious  jeopardy.  Beyond  this  somewhat  flagrant  set 
of  circumstances,  however,  physicians  should  recognize 
their  responsibility  to  render  litigation  assistance  to 
their  patients.  A patient  having  a meritorious  claim 
against  one  causing  that  patient’s  injuries  can  only  be 
successful  in  court  if  he  has  available  appropriate  medi- 
cal testimony  to  meet  the  standards  of  proof  required 
by  litigation.  While  the  court  did  not  impose  an  ab- 
solute duty  on  treating  physicians  to  testify  under  all 
circumstances,  it  did  impose  a duty  upon  physicians  to 
at  least  render  litigation  assistance,  and  to  testily  when 
they  promised  to  testify. 

Although  it  is  not  discussed  by  the  decision,  it  is  un- 
likely that  the  damages  awarded  against  Dr.  Hussain 
were  covered  by  his  malpractice  insurer.  Most  easual- 
ty  insurance  policies  exclude  coverage  for  intentional, 
as  opposed  to  negligent,  acts.  Based  upon  the  facts 
recited  in  the  opinion,  it  would  appear  that  Dr. 
Hussain’s  failure  to  testify  was  intentional,  and  that  his 
insurer  would  not  have  covered  the  damages  awarded. 

RECOMMENDATIONS 

For  most  physicians  in  South  Dakota  the  existence  of 
this  case  should  not  present  any  problems  or  require  any 
change  in  the  routine  of  their  practice.  While  no  case 
presently  exists  in  South  Dakota  imposing  upon  a 
physician  a duty  to  render  litigation  assistance,  the  rule 
of  the  Hussain  case  would  appear  to  be  the  law  in  at 


OCTOBER  1989 


13 


least  three  states.  This  duty,  however,  is  not  particular- 
ly onerous,  nor  does  it  involve  anything  more  than  that 
which  is  presently  done  by  most  physicicms.  Knowing 
that  such  a duty  could  be  recognized  by  the  courts  in 
South  Dakota  permits  individual  physicians  to  tmlor 
their  modes  of  practice  accordingly. 

These  cU'e  some  of  the  things  that  should  be  con- 
sidered: 

• If  you  have  a pohcy  against  testifying,  your  patient 
(and  his  lawyer)  should  know  this  eau'ly  in  your 
course  of  treatment.  This  does  not  mean  that  you 
should  refuse  to  render  reasonably  required  non- 
testimonial litigation  assistance. 

• In  deciding  whether  you  will  have  a policy  against 
testifying,  keep  in  mind  that  many  times  your 
patient’s  best  health  care  interests  may  include  con- 
cern for  and  help  with  his  legal  interests. 

• It  is  not  a violation  of  your  duty  to  render  litigation 
assistance  to  make  reasonable  requests  that  your 
schedule  be  accommodated.  Any  unforeseen  emer- 
gencies or  scheduling  problems  should  be  promptly 
reported  to  your  patient’s  lawyer  or  the  court. 

• Because  of  tactical  considerations,  lawyers  some- 
times prefer  to  have  the  plaintiffs  treating  physician 
testify  in  court  in  person.  However,  absent  these 
considerations,  you  should  explore  giving  testimony 
by  deposition  or  video-taped  deposition  at  a time 
and  place  convenient  to  all  concerned. 

• You  are  entitled  to  charge  a reasonable  fee  for  your 
services. 

Perhaps  the  court  best  summarized  the  problem 
giving  rise  to  this  case  in  its  opinion  by  stating  that. 

We  recognize  the  ongoing  tensions  between  the 
medical  and  legal  professions  in  respect  of  required 
physician  testimony.  Doctors  generally  do  not  want 
to  come  to  court,  and  personal  injury  plaintiffs  can- 
not try  their  cases  without  them.  Thus,  trial  judges 
as  well  as  opposing  counsel  are  ordinarily  extreme- 
ly indulgent  in  terms  of  scheduling  adjustments, 
taking  witnesses  out  of  turn,  and  otherwise  accom- 
modating the  needs  of  physician  witnesses.  [The 
rule  permitting  video-taped  depositions]  was  ob- 
viously designed  to  provide  another  solution  to  the 
problem.  Physicians  themselves,  as  we  have  sug- 
gested, may  render  other  litigation  assistance  short 
of  testifying.  But  however  far  the  litigation  duty  may 
extend  at  its  outer  limits,  this  much  at  least  is  clear  - 
- a treating  physician  is  not  at  liberty  to  ignore  with 
impunity  the  basic  obligation  of  rendering  a 
reasonable  modicum  of  litigation  assistance.  Nor  is 
he  free,  without  compelhng  professional  justifica- 
tion, to  renege  on  a promise,  reasonably  and 
detrimentally  relied  upon  by  his  patient,  to  render 
specific  litigation  assistance.  Spaulding  vs.  Hussain. 
551  A2d  1022  (NJ  Super,  1988).  # 
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YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.^  ^ ^ i tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  '/z  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks, ^ 

How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr,  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 , November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p,  176-188. 

McMillan  December  Rev.  1/85, 

3.  Weekly  Urological  Clinical  letter,  27;2,  July  4, 

1983. 

4.  A.  Morales  etal,.  The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


14 


SOUTH  DAKOTA 


* 


'3-/V 


1 


v«'4 


-*■>.<■.4 


■ P A411  » *'  ' ■^'  >'*■ 

(M"*-**  (.»  ' ^'’;'  ''•'’<‘4 

f ‘Aii  - 


ii'iV  r^fva.3 


. ...,/  la  ...  . 


!t,N 


....  -v 


■‘\  ■ * 


• ^ '*> 
J 


fi 


A Forty-Year  Retrospective  in  the  Mind’s  Eye 
of  a Prairie  Boy^ 


Melford  B.  Lyso,  MD^ 

Well,  here  it  is;  forty  years  since  our  class  was 
graduated  from  the  South  Dakota  School  of 
Medicine.  My,  how  time  flies  when  we’re  having  fun! 

You  may  think  that  the  title  of  my  talk  is  a bit  catchy, 
but  prairie  boy  I am,  at  least  by  birth;  so  the  forty-yeau- 
look  back  has  to  go  back  even  farther.  It  may  be  that  my 
beginning  as  that  prairie  boy  had  a slight  influence 
toward  my  choosing  this  wonderful  profession  of  serv- 
ing people. 

I was  born  on  a prairie  homestead  between  Faith  and 
Dupree  in  a place  called  Red  Elm,  a tiny  dot  on  the  map 
of  South  Dakota.  A November  blizzard  kept  my  father 
at  home,  unable  to  go  for  the  doctor,  so  he  had  to  deliver 
me.  When  I was  three  years  old,  my  family  moved  to 
northeast  of  Vermillion  where  my  grandfather  and 
great  grandfather  had  homesteaded.  Going  to  country 
school  for  me  was  a mile  and  a half  walk.  In  the  eighth 
grade  my  teacher  encouraged  us  students  to  attend  high 
school.  Neither  of  my  parents  had  the  opportunity  to 
attend  high  school,  and  they  wanted  their  four  sons  to 
do  so.  That  meant  we  had  to  put  forth  effort  to  study 
and  learn  something,  in  addition  to  all  that  was  involved 
in  living  on  a farm. 

I went  one  year  to  high  school  and  then  decided  that 
I was  going  to  farm.  The  first  year  the  crops  dried  out 
and  we  cut  all  our  corn  with  a grain  binder.  I went  to  a 
neighboring  farm  and  cut  wood  for  50  cents  a day  in 
order  to  get  a little  spending  money.  The  following  year 
I rented  a little  extra  land,  and  it  looked  as  if  I was  going 
to  get  a good  crop.  On  the  4th  of  July  the  grasshoppers 
came  in  and  wiped  me  out;  they  even  ate  the  bark  off 
the  fence  posts.  My  father  said,  "If  you’re  going  back  to 
school,  you’d  better  go  now."  I did,  and  was  graduated 
in  1939.  I didn’t  make  enough  money  during  the  sum- 
mer to  go  to  college,  so  I stayed  out  one  year  and  worked 
on  the  farm.  At  that  particular  time,  I had  to  milk  about 
twelve  cows  alone  by  hand  every  morning  and  night,  and 


^William  Reed  Lecture.  AOA  Initiation,  Sioux  Falls,  SD, 
May  12, 1989. 

^General  Practice,  Yankton  Medical  Clinic,  Yankton,  SD. 


had  every  other  Sunday  off.  I earned  about  $30  a month 
plus  room  and  boau'd. 

In  the  fall  of  1940, 1 started  Augustana  College  with 
the  idea  of  going  into  teaching.  In  my  sophomore  year 
I was  told  that  I needed  eight  hours  of  some  science, 
either  chemistry,  zoology,  or  botany,  and  I chose  zool- 
ogy. I found  that  I liked  it  well  enough  to  "pull  an  A". 
My  instructor  was  Dr.  Orin  Lofthus,  a no-nonsense 
man,  deeply  committed  to  his  Christian  faith,  deeply 
committed  to  teaching  and  advising  his  students.  He 
had  a keen  ability  to  evaluate  his  students;  if  they  were 
doing  "B"  work  when  he  knew  that  they  were  "A"  stu- 
dents, he’d  inform  them  that  they  had  to  bring  up  their 
grades  or  drop  his  course.  One  day  I received  a notice 
to  see  him  at  his  office.  Since  I knew  I was  a good  stu- 
dent, I was  apprehensive  as  to  why  he  wanted  to  see  me. 
"Have  a chair",  he  said.  "What  are  your  plans  for  the  fu- 
ture?" I related  to  him  how  I had  tried  farming  and  that 
it  didn’t  work,  and  had  decided  to  go  into  education. 
He  said,  "There’s  no  future  in  that  for  you!"  He  spent 
about  thirty  minutes  with  me  and  convinced  me  that  the 
field  of  medicine  was  the  way  to  go. 

My,  how  time  flies  when 
we’re 

having  fun! 

At  that  particular  time.  Dr.  Lofthus  was  the  only 
living  person  in  South  Dakota  with  Addison’s  Disease. 
He  became  aware  of  this  when  he  completed  his 
sophomore  year  in  medical  school  at  the  University  of 
Minnesota,  and  then,  with  his  own  research,  went  into 
the  study  of  physiology  and  kept  himself  alive  until  cor- 
tisone came  onto  the  medical  scene.  After  that,  he 
fathered  a child. 

As  for  me,  I was  drafted  into  the  army  and  had  to 
leave  Augustana  College  at  the  end  of  my  sophomore 
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year.  After  45  months  in  the  airmy,  I returned  to  South 
Dakota,  married  and  prepared  to  complete  my  pre- 
medical training  at  the  University  of  South  Dakota. 
When  I applied  for  admission  to  medical  school,  who 
should  be  on  the  Admissions  Committee  but  Dr.  Lof- 
thus  who  was  aJso  on  the  medical  school  faculty.  I was 
never  able  to  take  any  courses  from  him  because  he  left 
to  become  dean  of  St.  Olaf  College  in  Northfield,  Min- 
nesota. Still  living,  in  his  80’s,  he  is  to  be  honored  during 
the  Augustana  College  commencement  weekend  by  the 
fifty  physicians  and  dentists  that  he  led  into  those 
professions  by  the  gift  of  monies  contributed  to  the  Orin 
M.  Lofthus  Faculty  Excellence  Award. 

And,  now,  on  to  the  recollections  of  my  mind’s  eye! 

My  classmates  and  I attended  medical  school  at  USD 
in  the  Old  Science  Building  in  which  I also  attended  high 
school  (known  as  University  High)  and  college  science 
courses.  To  my  knowledge,  I know  of  only  one  other 
person  who  could  make  that  claim,  and  he  is  an  anes- 
thesiologist in  Spokane,  Washington.  The  building  was 
razed  and  a pau'king  lot  replaces  it. 

For  those  of  us  who  are  celebrating  forty  years  since 
graduating  from  the  two-year  medical  school,  there 
were  two  more  yeau's  of  schooling  elsewhere.  Each  can 
tell  his  or  her  own  story,  but  I transferred  to  South- 
western Medical  School  of  the  University  of  Texas  in 
Dallas.  I still  maintain  that  my  first  two  years  of  train- 
ing were  excellent,  and  in  Dallas  I found  only  one  real 
competitor— another  student  who  had  taken  one  year 
off  to  study  cardiovascular  research. 

At  the  end  of  my  junior  year,  I became  a charter 
member  of  AOA  at  Southwestern.  Graduating  in  June 
of  1951, 1 had  thought  to  stay  on  in  Dallas,  but  the  high 
incidence  of  polio  and  the  sadness  of  its  affecting  by 
death  and  crippling  two  of  my  classmates  made  my  wife 
and  me  opt  for  the  opportunity  to  return  to  South 
Dakota  where  I interned  at  Sacred  Heart  Hospital  in 
Yankton. 

I worked  with  Dr.  Chester  McVay  and  learned  how 
to  perform  herniorraphies.  I had  a keen  interest  in 
surgery,  having  learned  much  during  my  preceptorship 
in  Watertown  under  Dr.  Brown.  I spent  the  summer  be- 
tween my  sophomore  and  junior  years  as  scrub  nurse  at 
Watertown.  Between  my  junior  and  senior  years  at 
Southwestern,  I spent  the  summer  as  an  extern  working 
at  800  Baylor  Hospital.  I spent  4 to  14  hours  scrubbing 
in  surgery  every  day  except  Sundays,  and  many  times  we 
externs  worked  up  patients  at  1:00  a.m.  for  surgery  a few 
hours  later.  I worked  with  20  to  30  surgeons  and  I knew 
how  I wanted  to  do  things  and  how  not  to  do  them. 
When  one  surgeon  found  out  that  I was  from  South 
Dakota  and  knew  Dr.  McVay,  he  asked  me  to  perform 
the  surgery  on  one  of  his  patients  who  had  a hernia.  I 
said  no,  but  did  show  him  the  anatomy  and  he  did  the 
surgery!  Upon  completion  of  internship,  I joined  the 
Medical  Clinic  in  Yankton  which  was  staffed  then  by 


Drs.  Roland  Hubner,  Clau-k  Johnson  and  Merritt  Auld. 
For  seventeen  years,  I worked  across  the  operating  table 
with  Dr.  Hubner.  Together  we  had  a patient  who  had 
a mastectomy  in  1953  and  developed  severe  boney 
metastasis.  At  that  time,  at  the  University  of  Illionis, 
surgeons  were  doing  adrenalectomies  and  also 
apophysectomies  for  metastatic  bone  from  cancer  of 
the  breast.  We  asked  the  patient  if  she  wanted  to  go  to 
Chicago  for  surgery  but  she  elected  to  stay  in  Yankton. 

I went  to  the  University  of  Illinois  and  got  the 
protocol,  and  on  November  1, 1956,  Dr.  Hubner  and  I 
did  cm  adrenalectomy  on  this  patient.  She  got  almost 
complete  recalcification  on  her  spine  which  had  been 
almost  completely  replaced  by  tumor  cells.  She  had  at 
least  18  months  of  comfortable  living,  was  able  to  do  her 
own  work,  and  expired  on  the  5th  of  September,  1958, 
her  demise  rapid  once  she  started  down  hill. 

In  many  ways,  education 
and  increased 
technology  have  greatly 
complicated  the  practice 
of  medicine— 

In  December,  1964,  Dr.  Max  Reade  and  I put  in  the 
first  intravenous  pacemaker  in  the  state  of  South 
Dakota.  We  believed  this  to  be  so,  because  in  checking 
the  record,  we  could  find  no  other  pacemaker  had  been 
implanted.  At  that  particular  time,  the  pacemakers 
were  very  large  and  had  only  about  a two-year  limit. 
This  patient  had  the  pacemaker  changed  in  1966, 1968, 
1970  and  1975,  expiring  April  19,  1976.  Prior  to  the 
pacemaker  implantation,  she  had  syncope  lying  in  bed; 
after  the  implantation  she  had  about  ten  years  of  com- 
fortable living. 

The  recollections  of  my  mind’s  eye  continue: 

There  have  been  many,  many  changes,  when  I think 
in  terms  of  the  field  of  medicine  and  health  care,  I think 
principally  of  three  particular  groups  of  individuals. 
First  of  all,  the  patients-if  we  had  no  patients,  there 
would  be  no  reason  to  be  in  the  field  of  medicine. 
Secondly,  I think  of  the  doctors,  and  thirdly,  I think  of 
those  involved  in  medical  education  and  all  of  the  ancil- 
lary services  connected  with  health  care. 

In  many  ways,  education  and  increased  technology 
have  greatly  complicated  the  practice  of  medicine  with 
the  advent  of  cardiac,  liver  and  lung  transplants  and  the 
use  of  by-pass  cardiac  surgery  and  the  use  of  balloons 
to  increase  circulation  to  the  various  organs  and  also  to 
the  extremities.  We  are  inundated  with  information 
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about  diet,  cholesterol  elevation,  which,  by  the  way,  is 
fairly  common.  When  we  stop  to  think  about  it,  food 
and  eating  are  nothing  new;  they  even  date  back  to  the 
Garden  of  Eden  where  it  wasn’t  the  apple  on  the  tree 
that  caused  the  problem,  but  it  was  the  pair  on  the 
ground! 

One  has  to  reflect  on  all  the  changes  in  laboratory 
procedures,  surgical  procedures,  and  also  the  care  of 
the  medical  patient.  The  complexity  continues.  For  ex- 
ample: the  care  of  kidney  and  uretal  stones  where 
lipotrexy  has  become  a common  procedure  in  order  to 
crush  these  stones  without  invasion.  Now  this  proce- 
dure has  been  advocated  for  treatment  of  gallstones. 
However,  these  stones  should  be  of  cholesterol  or  no 
more  than  three  to  four  stones,  and  whether  this  is  a pro- 
cedure which  is  going  to  have  to  be  repeated  is  difficult 
to  know. 

My  mind’s  eye  recollects  beyond  forty  years  ago  when 
surgeons  used  to  remove  gallstones  from  gallbladders 
and  leave  a tube  in  until  healing  had  taken  place.  I 
remember  seeing  several  of  these  patients  who  had 
these  stones  removed  develop  stones  again,  and  that 
leads  me  to  believe  there  is  a possibhlity  that  there  is 
some  abnormcJity  of  the  gallbladder  or  maybe  liver 
function  that  causes  these  stones  to  be  formed.  We 
know  now  that  with  high  cholesterol  and  with  par- 
ticularly a high  cholesterol  diet  this  has  been  one  of  the 
factors  that  causes  biliary  disease.  In  the  medical  com- 
munity some  surgeons  are  also  advocating  that  the 
possibility  of  infection  or  colicystitis  could  cause  the  for- 
mation of  stones  where  the  stones  grow  by  accretion. 

The  recollections  of  my  mind’s  eye  continue: 

We  were  four  students  at  the  anatomy  table,  and 
three  of  us  returned  to  South  Dakota:  Dr.  Willis  Stanage 
of  Yankton,  and  Dr.  Jim  Anderson,  formerly  of 
Madison  and  now  of  Huron,  and  myself. 

The  four-year,  degree-granting  medical  school  be- 
came a reality  in  the  early  seventies,  but  its  existence  has 
never  realized  a period  of  stability.  The  aura  of  dis-ease 
surrounds  it  whenever  the  legislature  is  in  session. 
Politics  and  politiciams  and  some  physicians  make  the 
medical  school  and  the  medical  doctors  political  foot- 
balls. For  an  all-too-brief  period  in  South  Dcikota 
Medical  School  history,  we  physicians  experienced  the 
-shall  I say-luxury  and/or  challenge  of  the  residency 
program.  We  witnessed  some  fme  young  men  and 
women  in  their  training,  most  of  them  willing  to  learn 
and  eager  to  develop  their  own  style  of  patient  care  and 
surgical,  obstetrical  and  medical  techniques.  The  resi- 
dents kept  us  on  the  ball,  so  to  spccik.  Agmn,  a politic^ll 
football  borne  out  of  several  factors:  the  eastern  estab- 
lishment, whoever  or  whatever  that  is  to  you,  making 
decisions  about  medical  practice,  and  the  in-state  at- 
titude of  greed  and  possibly  self-serving  fear  of 
competition— all  this  has  contributed  to  the  near-demise 
of  the  program.  Politics  play  games  with  all  professions! 


Concerns  abound  regarding  malpractice  suits, 
malpractice  insurance.  The  high  rise  of  malpractice 
suits  propelled  us  into  a new  posture  of  practicing 
defensive  medicine-covering  all  bases,  if  you  will,  to 
protect  ourselves. 

HMOs  have  made  inroads  and  many  are  good,  but 
some  fail  to  care  for  the  patient  as  we  have  been  taught 
to  care. 

the  patient  had  to  come 
first~not  the  wife  or 
famiiy,  not  leisure  time, 
but  the  patient  was  first. 

When  I started  practice  an  office  call  was  $3.00! 

Attitudes  of  serving  people  have  changed:  many 
physicians  wish  to  work  set  hours,  and  you  know  that  is 
not  always  possible.  How  many  times  have  we  worked 
even  on  afternoons  off?  Speaking  for  myself  only,  I may 
have  been  idealistic  about  serving  as  a physician,  but  I 
realized  that  in  the  earthly  sense,  the  patient  had  to 
come  first— not  the  wife  or  family,  not  leisure  time,  but 
the  patient  was  first.  I’m  sure  that  many  young  doctors 
struggle  with  priorities  when  it  is  so  difficult  to  divide 
oneself  wherever  attention  is  needed.  I am  most  thank- 
ful that  I entered  a partnership,  where  time  is  shared, 
and  am  most  appreciative  and  admiring  of  those  who 
chose  to  work  solo.  How  many  Dr.  Arthur  Redings  are 
there?  Surgery  was  performed  at  all  and  odd  hours,  and 
well  you  know  also,  that  babies  come  to  interrupt  sleep. 
With  some  2,500  to  3,000  babies  to  my  delivery  credit, 
you  know  that  some  sleep  was  lost! 

In  this  forty-year  retrospective,  I am  reminded  of 
some  exceptional  teachers:  especially  tough,  was  Dr. 
Walter  Hard,  Professor  of  Anatomy.  (My  perception 
today  is  that  not  all  medical  students  have  a good 
foundation  in  the  knowledge  of  anatomy-whether  it  be 
from  personal  lack  of  discipline  to  memorize  and  visual- 
ize, I don’t  know.)  Dr.  Shaw,  Professor  of  Chemistry, 
was  an  excellent  teacher. 

I must  make  note  of  an  exceptionally  sensitive  co- 
worker through  the  years.  Dr.  Chester  McVay.  He  was 
my  constant  encourager;  the  respect  we  had  for  each 
other  was  mutual.  Although  he  represented  the  other 
clinic  in  Yankton  for  many  years,  if  one  of  my  patients 
would  seek  his  opinion,  he  would  send  that  patient  back 
to  me  with  his  concurring  opinion.  He  cared  enough  to 
make  certain  that  this  non-board  certified  surgeon  was 
invited  to  join  the  Society  of  Abdominal  Surgeons. 
Chet,  as  he  was  known  to  many,  was  a consummate 
gentleman. 
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In  the  gentleman  category,  Dr.  Robert  E.  Van- 
Demark,  Sr,  has  my  admiration  and  respect.  He  has 
been  very  cooperative  with  referrals  regarding  bone  and 
fractures.  He  often  refers  a patient  back  to  the 
physician  for  treatment  with  the  comment,  "You  can 
take  care  of  it  very  well  where  you  are". 

In  my  years  of  being  a clinic  assistant  for  the  Univer- 
sity of  South  Dakota  Medical  School,  I also  make  note 
of  another  consummate,  diplomatic  gentleman,  former 
Dean  of  the  Medical  School,  Dr.  Karl  Wegner. 

If  we  are  honest  with  ourselves,  many  of  us  in  this 
profession  are  what  my  wife,  co-worker  and  friend  of 
43  1/2  years,  calls  "prima  donnas".  We  are  accustomed 
to  having  examining  rooms  equipped  with  supplies  and 
waiting  patients  and  an  ever-present  nurse.  We  are 
used  to  receiving  into  our  hands  promptly  instruments 
at  the  surgery  table,  tmd  we  are  accustomed  to  not  wait- 
ing for  things  imd  people  which  is  the  reverse  for  the 
patient  in  the  chnic  waiting  room! 

Some  of  us,  perhaps,  have  known  the  pain  of  separa- 
tion by  death  or  divorce,  but  the  fact  remains  that  for 
the  most  part  the  strong  ones  have  been  the  wives  who 
keep  the  food  warm,  the  bed  warm,  and  me  mom  and 
pop  to  the  children  when  daddies  are  obeying  their 
Hippocratic  Oath! 

I am  also  thankful  for  the  good,  efficient,  responsible 
and  caring  nurses  with  whom  I have  been  privileged  to 
work  all  these  years. 

As  the  mind’s  eye  of  this  prairie  boy  begins  to  dim,  I 
would  be  remiss  if  I did  not  say  that  there  have  been  mo- 
ments of  disappointment,  frustration,  even  irritation, 
but  the  joys  and  satisfaction  of  rendering  caring  service, 
and  of  assisting  at  the  miracle  of  birth  outweigh  the 
negatives.  People  being  people  have  contributed  to 
tense  moments.  I call  it  the  "tightening  of  the 
coronaries",  but  even  between  people  there  are  pos- 
sibilities for  calm.  For  me  this  has  been  a Christian 
calling,  and  there  are,  more  often  than  not,  moments  of 
joy  and  pleasure  in  helping  people. 


Changes  will  continue  to  alter  the  face  of  the  medi- 
cal profession,  but  whatever  those  chemges  are,  I can 
only  hope  that  it  will  be  for  the  benefit  of  the  patient. 

Well,  here  it  is:  forty  years  since  our  class  was 
graduated  from  the  South  Dakota  School  of  Medicine. 
My,  how  time  flies  when  we’re  having  fun! 


THENEWCHEMPRirSOO. 
BLOOD  ANALYSIS, SIMPlIflED. 


The  ChemPro  500  gives  you  precise  and  accurate 
results  from  whole  blood  in  seconds. 

So  you  get  answers  when  you  need  them-while  your 
patient  is  in  the  office. 

Electrolyte  Profile  (K"^,  Na'*’,  Cf,  pH) 

Ion  Profile  (K^,  Na^,  Ca^  pH) 

Potassium,  BUN/Glucose,  HgB/Hct 
Glucose/Potassium,  Glucose,  BUN 
To  Learn  more  about  the  ChemPro  500  system  or  to 
see  a demonstration  contact: 

KREISERS  INC. 

1 220  S.  Minnesota  Ave.  1 723  Geneva  219  Omaha  St.  1724  8th  Ave.  n. 
Sioux  falls.  SO  Sioux  Qty,  Iowa  Rapid  City.  SO  Billings.  MT 

605/336-1155  712/252-0505  6C3/342  2773  406/252  9309 


Rick  Kahler 
CCIM,  CFP,  ChFC 




FINANCIAL  PLANNING  CONSULTANTS 


"Specializing  in  business  and 
financial  advice  for  physicians" 

2020  West  Omaha,  Rapid  City,  SD  57702 
(605)  348-1 234  (800)  658-5550 

By  appointment  only 
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Karen  Pekas,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


Each  year  the  AMA  Auxiliary  at  their  annual  meet- 
ing discusses  various  resolutions  submitted  by 
committees  and  by  local  and  state  auxiliaries.  This  year 
is  no  exception  and  thoughtful  concerns  facing  our 
population  were  proposed,  discussed,  and  acted  upon. 
These  resolutions  concerning  health  issues  were 
adopted. 

• Resolution  1— Poison  Prevention 

RESOLVED,  that  the  AMA  Auxiliary  encourage 
its  state  and  county  auxiliaries  to  actively  support 
poison  prevention  educational  programs  directed 
to  parents  and  adults  who  are  responsible  for 
children. 

• Resolution  6— The  Use  of  Helmets  in  Sports  and 
Recreation 

RESOLVED,  that  the  AMA  Auxiliary  encourage 
its  state  and  county  auxiliaries  to  actively  support 
educational  and  legislative  programs  recommend- 
ing the  use  of  helmets  in  sports  and  recreational 
activities  that  have  a high  risk  of  head  injury. 

• Resolution  9— Alcohol  Advertising  on  Television 
RESOLVED,  that  the  AMA  Auxiliary  encourage 
its  state  and  county  auxiliaries  to  promote  the 
removal  of  alcoholic  beverage  ads  from  television. 
• Resolution  12— Educational  Efforts  to  Promote 
Literacy 


RESOLVED,  that  the  AMA  Auxiliary  offer  its 
commendation,  appreciation,  and  support  to  First 
Lady  Barbara  Bush  for  addressing  the  problem  of 
illiteracy  through  the  programs  of  the  Barbara 
Bush  Foundation  for  Family  Literacy,  which  will 
have  a positive,  long-remge  impact  of  literacy  in 
America. 

In  addition  to  the  preceding  resolutions  which  were 
adopted,  resolutions  dealing  with  Environmental  Pollu- 
tion, Lead  Poisoning  Prevention,  and  Recruitment  of 
Volunteer  Marrow  Donors  were  adopted.  Each  resolu- 
tion includes  a pcU'agraph  stating  that  these  prograuns 
will  be  undertaken  with  the  approval  of  and  in  coopera- 
tion with  the  corresponding  state  and  county  medical 
societies/associations.  Now  it  is  up  to  our  state  and  dis- 
trict auxiliaries  to  plan  programs  to  educate  our 
members  regarding  these  resolutions.  At  the  local 
level,  we  are  encouraged  to  work  with  other  civic  or- 
ganizations to  meet  those  concerns  facing  our  local 
citizens.  The  AMA  Auxiliary  is  always  ready  to  help  us 
in  every  way  by  making  materials  and  resources  avail- 
able. # 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 
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Family  Practice/Intemal  Medicine 
OB/GYN 

Attractive  Opportunities 

in 

Indiana,  Wisconsin,  and  Michigan 

for  BC/BE  physicians 
(many  on  lakes) 

Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions. 

Strelcheck  & Associates,  Inc. 

12724  N.  Maplecrest  Lane 
Mequon,  WI 53092 
1-800-243-4353 


SURGEON 

OPPORTUNITY 

Immediate  opening  for  General  Surgeon 
in  Rural  Nebraska,  Board  Certified  or 
Board  Eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great 
Hunting  and  Fishing. 

Contact: 

Wallace  & Panzer,  MD,  PC 
807  North  Ash 
Gordon,  Nebraska  69343 


PHYSICIANS  NEEDED 
GEORGIA 

Family  Practice  - Internal  Medicine 
Oncology  - Endocrinology 
Neurosurgery  - Neurology 
General  Surgery  - Orthopedic  Surgery 

Group  practice,  solo,  or  urgent  care  set- 
tings available  through  our  hospital 
network  located  in  Macon  and  serving  all 
of  middle  Georgia.  Your  practice  will  be 
located  80  miles  south  of  Atlanta,  in  a 
growing  family-oriented  community, 
where  you  can  avoid  traffic  and  enjoy  a 
rewarding  professional  career.  Please 
contact:  Stephen  Wofford  at  (912)  741- 
6283,  for  a confidential  consultation  or 
write:  Charter  Northside  Hospital,  PO 
Box  4627,  Macon,  Georgia  31208. 


Family  Practice,  Internal  Medicine 
and  General  Surgery  Practice 
Opportunities 

Rural  Lake  Country  Community  is  seek- 
ing the  above  practitioners  to  join  a busy 
12  physician  multispecialty  group. 
Quality,  comfortable  living  environment, 
multiple  recreational  activities,  fine 
educational  opportunities  and  cultural  ac- 
tivities abound.  Salary  and  fringe  benefits 
very  liberal. 

Send  curriculum  vitae  or  inquires  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 
or  call  collect  at  (701)  662-2157  for 
further  information 


20 


SOUTH  DAKOTA 


ORTHOPEDIC  SURGEON 

Multi-specialty  group  located  in  the 
highly  desirable  Black  Hills  of  South 
Dakota.  New  modern  clinic  facility 
located  adjacent  to  accredited  acute  care 
hospital.  Attractive  compensation  pack- 
age including  paid  professional  liability 
insurance.  Outstanding  opportunity  to 
assume  an  established  orthopedic 
practice  with  a progressive  group  in  an 
area  experiencing  substantial  economic 
growth.  Direct  inquiries  to: 

D.  Riddle,  Administrator 
Black  Hills  Medical  Center,  PC 
71  Charles  Street 
Deadwood,  SD  57732 
(605)  578-2364 


INTERNAL  MEDICINE 
PHYSICIANS  NEEDED 

Six  Internal  Medicine  positions 
available  in  Minneapolis, 
Minnesota.  Opportunities  include 
multi-specialty  and  single  special- 
ty groups.  Please  contact: 

Scott  M.  Lindblom 
Physician  Recruiter 
Fairview  Clinic  Services 
600  West  98th  Street,  Suite  390 
Bloomington,  MN  55420 
or  call:  (612)  885-6225 
or  toll  free  1-800-842-6469 


PEDIATRICIAN, 
OB/GYN, 
PSYCHIATRIST, 
FAMILY  PRACTITIONER, 
GENERAL  SURGEON 

Growing  16  physician,  multi- 
specialty clinic  in  beautiful 
northwestern  Wisconsin  seeking 
BC/BE  specialists.  Atractive 
partnership  opportunity  after  one 
year.  Come  grow  with  us!  Contact; 

John  T.  Henningsen,  MD 
Indianhead  Medical  Group,  Ltd. 
1020  Lakeshore  Drive 
Rice  Lake,  WI  54868 
Phone:  (715)  234-9031 


Family  Physician 

Established  4-man  family 
physician  group  seeking  a board 
certified  or  board  eligible  family 
physician  to  replace  retired 
physician.  Thriving  community 
has  up-to-date  hospital  with  excel- 
lent specialty  backup  through 
networking.  Guaranteed 
salary/benefits.  Excellent  town  to 
raise  a family. 

Joel  B.  Huber,  MD 
Medical  Director 
Family  Physicians  and  Surgeons 
Redfield,  SD  57469 
(605)  472-0510 
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FAMILY  PHYSICIANS  NEEDED 

Thirteen  (13)  positions  available 
for  Family  Physicians  at  clinics 
located  in  Minneapolis, 
Minnesota;  Princeton,  Minnesota; 
and  Des  Moines,  Iowa.  The  types 
of  opportunities  include  multi- 
specialty, single  specialty  and 
urgent  care.  Please  contact: 

Scott  M.  Lindblom 
Physician  Recruiter 
Fairview  Clinic  Services 
600  West  98th  Street,  Suite  390 
Bloomington,  MN  55420 
or  call:  (612)  885-6225 
or  toll  free  1-800-842-6469. 


Physician  Needed 

Bocird  eligible/board  certified  physician  with  broad 
general  internal  medicine  background  (BS/BC) 
with  opportunity  to  pursue  special  interest  in 
noninvasive  cardiology,  gastroenterology, 
endoscopy,  pulmonary  medicine,  and  geriatrics. 
Position  offers  a competitive  salary,  basic  40-hour 
week  with  limited  on-call  responsibility,  malpractice 
coverage,  30  days  paid  vacation,  and  other  excellent 
fringe  benefits  in  a JCAHO  accredited,  794  bed 
medical  center,  having  72,000  outpatient  visits  per 
year,  adequate  staffing  including  physician 
extenders,  and  research  opportunities.  The  city  of 
St.  Cloud  is  located  in  Central  Minnesota  on  the 
Mississippi  River  approximately  60  miles  north  of 
the  Twin  Cities  of  Minneapolis/St.  Paul.  Close 
enough  to  enjoy  the  cultural  and  sporting  attributes 
of  the  metropolitan  area,  yet  far  enough  away  to 
independently  boast  of  outstanding  educational 
facilities,  four-season  recreational  opportunities 
and  a high  quality  of  family  living  for  its  residents. 
Equal  Opportunity  Employer.  Write  or  call 
Thomas  Plombon,  Personnel  Service,  VA  Medical 
Center,  4801  Eighth  Street,  North,  St.  Cloud,  MN 
56303,  (612)  255-6301. 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening  for 
full-time  career-oriented  emergency 
physicians  in  Sioux  Falls,  Aberdeen  and 
Yankton.  Excellent  benefits  including 
malpractice,  disability,  health 
insurance,  profit  sharing,  etc.  Flexible 
work  schedules,  excellent  working  and 
living  conditions. 

Contact:  Donald  Kougl,  MD 

(307)  632-1436 

or  send  CV  to:  EMP,  PC 

PO  Box  805 
Cheyenne,  WY 
82003 


Family  Practice  - 
Hospital  Sponsored  Clinic 
Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is  seeking 
TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The 
administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed 
clinic.  The  hospital  has  committed  to  an 
income  and  benefit  package  which  is 
significantly  higher  than  similar 
opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan 
reduction/forgiveness  program.  All 
relocation  costs  will  be  borne  by  the  hospital. 
Please  contact: 

Dan  McCormick,  President 
Allen  McCormick 
France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 
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Correspondence 


My  compliments  to  Dr.  Dong  S.  Cho  and  Dr.  Myung 
J.  Cho  on  their  artiele.  "The  Electrodiagnosis  of  the  Car- 
pal Tunnel  Syndrome".  Having  seen  about  six  hundred 
eases  myself  in  the  last  eighteen  to  twenty  years,  it  was 
pleasant  to  compare  my  experienee  with  the  authors’. 
It  has  traditionally  been  said  by  clinicians  that  the  com- 
bination of  unpleasant  paresthesias  in  the  first  four 
fingers  of  the  hand  associated  with  the  story  of  the 
symptoms  waking  the  patient  out  of  sleep  is  highly  reli- 
able as  an  indieator  of  the  carpal  tunnel  syndrome.  This 
story,  plus  significantly  delayed  transmission  of  the  sen- 
sory fibers  of  the  median  nerve  across  the  carpal  tunnel 
establishes  the  diagnosis  in  the  majority  of  cases.  False 
negatives  can  occur;  the  literature  says  up  to  15  pereent 
but  my  experience  is  less  that  10  percent  of  cases.  Fre- 
quently, false  negative  results  of  nerve  eonduction 
studies  occur  in  patients  with  modest  entrapment  who 
have  been  off  work  for  a couple  of  weeks  before  the  test 
is  done. 

In  that  eonneetion,  I have  one  additional  observation 
to  offer.  The  authors  say  that  "postoperatively  the 
patient  would  benefit  from  a cautious,  individualized 
exercise  program  with  proper  education  before  return- 
ing to  work  to  make  it  a more  successful  treatment". 
There  are  certain  workers,  espeeially  in  very  demand- 
ing jobs  like  the  meat  cutting  industry,  who  seem  unable 
to  be  prepared  in  any  way.  Many  of  these  people,  in 
spite  of  excellent  surgery  as  documented  by 
symptomatic  relief  and  normalization  of  the  nerve  eon- 
duction studies,  go  back  to  the  same  job  and  within  a 
few  months  eome  back  with  the  same  symptoms  and  a 
newly  abnormal  nerve  conduction  study.  Though  there 
is  debate,  much  of  it  fueled  by  an  adversary  relationship 
between  Workmen’s  Compensation  earriers  and  labor 
unions,  in  my  modest  experienee,  job  situations  that 
provoke  identifiable  carpal  tunnel  syndrome  tend  to  re- 
provoke it  upon  re-entry;  and  the  treating  physician 
would  be  well  advised  to  make  no  glowing  promises 
about  how  wonderful  the  results  of  his  surgery  are  going 
to  be  when  a patient  is  going  back  to  the  same  job  that 
got  him  or  her  in  trouble  in  the  first  place. 

Sincerely, 
James  W.  Wiggs,  MD 
Yankton,  SD 

Reply  from  Dr.  Cho  to  Dr.  Wiggs 

I am  taking  this  opportunity  to  respond  to  Dr.  James 
Wiggs,  related  to  our  article  of  electrodiagnosis  of  the 
carpal  tunnel  syndrome. 

I believe  Dr.  Wiggs  made  an  excellent  point  related 
to  the  false  negativity  of  the  clinical  electrodiagnostic 
test,  and  the  controversy  over  the  proper  rehabilitation 
after  treatment. 


I totally  agree  with  Dr.  Wiggs,  that  there  are  still  many 
cases  of  false  negative  tests  in  carpal  tunnel  syndrome, 
regardless  of  whatever  teehnique  we  are  using  in  the 
electrodiagnostie  test.  However,  in  the  last  10  years, 
there  has  been  further  refinement  of  the  test,  and  more 
scientific  studies,  comparing  the  available  electrodiag- 
nostie test.  Therefore,  it  is  important  to  utilize  more 
than  one  criterion  to  make  a proper  diagnosis. 

The  carpal  tunnel  syndrome  has  been  one  of  the 
fastest  growing  major  disabilities  in  the  work  foree  of 
the  United  States  for  the  last  10  years.  Especially  in  this 
area,  ineluding  the  meat  packing  industry,  there  has 
been  a surprising  rise  in  the  ineidence  of  earpal  tunnel 
syndrome.  In  the  last  four  years,  the  authors  have  seen 
more  and  more  victims  who  have  failed  to  return  to  their 
previous  job,  even  after  successful  surgical  and  medical 
treatment.  Furthermore,  many  of  these  victims  showed 
further  complications,  including  sympathetic 
dystrophy. 

I really  believe  that  there  should  be  a comprehensive 
discussion  among  the  various  medieal  specialists,  as 
well  as  employers  and  rehabilitation  specialists,  includ- 
ing vocational  rehabilitation  eounselors.  Maybe  the 
SDSMA  can  open  a forum  for  a fair  discussion  on  this 
subject,  inviting  all  of  the  interested  specialists,  and  the 
publie,  to  elarify  the  exact  problems,  along  with  a proper 
solution. 

Onee  again,  I appreciate  Dr.  Wiggs’  keen  interest 
and  expertise  in  this  area. 

Sincerely  yours, 
Dong  S.  Cho,  MD 
Sioux  Falls,  SD 


I would  like  to  take  this  opportunity  to  thank  you  for 
the  SDSMA  Scholarship.  I am  very  honored  to  be 
chosen  as  the  recipiant  of  this  award  and  the  financial 
support  is  greatly  appreciated.  I am  currently  in  my 
fourth  year  of  medical  school  and  I have  chosen  to  pur- 
sue my  medical  career  in  obstetrics  and  gynecology. 

With  my  sincere  thanks 
Diane  M.  Bottolfson 
Vermillion 


With  sincere  gratitude,  I want  to  thank  you  for  the 
SDSMA  Scholarship  which  was  awarded  to  me  for  this 
academic  year.  I trust  you  are  aware  of  how  much  these 
awards  mean  to  us  students  as  we  pursue  our  medieal 
education.  They  are  a source  of  support  and  en- 
couragement. 

Please  know  that  I am  most  grateful  for  this  award. 

Sineerely, 
David  Munce,  MS  II 
Sioux  Falls,  SD 
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Future  Meetings 


November 

Second  Annual  Medical  Intensive  Care  Conference,  Hennepin 
County  Med.  Ctr.,  Minneapolis,  MN,  Nov.  2-3.  Contact:  Off. 
of  Academic  Affairs,  701  Park  Ave.,  Ste.  4220,  Minneapolis, 
MN  55415.  Phone:  (612)  347-2075. 

* * * 

57th  Annual  Postgraduate  Assembly,  Red  Lion  Inn,  Omaha, 
NE,  Nov.  2-4.  Contact:  Lorraine  Seibel,  Omaha  Mid-West 
Clinical  Soc.,  7363  Pacific  St.,  205-B,  Omaha,  NE  68114. 
Phone:  (402)  397-1443. 

lie  * * 

74th  Scientific  Assembly  of  Interstate  Postgraduate  Medical 
Association,  "A  Primary  Care  Update",  Tovm  & Country  Hotel, 
San  Diego,  CA,  Nov.  6-9.  24  hrs.  AAFP  & AMA  Category  I 
credit.  Contact:  H.  B.  Maroney,  Exec.  Dir.,  IPMA,  PO  Box 
5474,  Madison,  WI  53705.  Phone:  (608)  257-1401. 

* * * 

Workshop  on  ICD-9  Coding  for  Doctors’  Offices,  Chicago,  IL, 
Nov.  8.  Contact:  Gayle  Fankhauser,  Dept,  of  Practice 
Management,  AMA,  535  N.  Dearborn  St.,  Chicago,  IL  60610. 
Phone:  (312)  645-5398 

4:  i|:  * 

Neurology  Update,  Earle  Brown  Cont.  Educ.  Ctr.,  St.  Paul, 
MN,  Nov.  10.  Fee:  $125.  6 hrs.  AAFP  & AMA  Category  I 
credit.  Contact:  Kathleen  Fritz,  Registrar,  CME,  St. 
Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101. 
Phone:  (612)  221-3992. 

4:  * * 

2nd  Annual  Clinical  Management  of  Osteoporosis,  Hennepin 
County  Med.  Ctr.,  Minneapolis,  MN,  Nov.  17.  Contact: 
Hennepin  County  Med.  Ctr.,  Off.  of  Academic  Affairs,  701 
Park  Ave.,  Ste.  4220,  Minneapolis,  MN  55415.  Phone:  (612) 
347-2075. 

* * * 

Fourth  National  Forum  on  AIDS  & Hepatitis  B,  Washington 
Hilton,  Washington,  DC,  Nov.  19-21.  Fee:  $295.  Contact: 
Nat’l.  Foundation  of  Infectious  Diseases,  4733  Bethesda 
Ave.,  Ste.  750,  Bethesda,  MD  20814.  Phone:  (301)  656-0003. 

4:  4:  4c 

75th  Scientific  Assembly  and  Annual  Meeting  of  the 
Radiological  Society  of  North  America,  McCormick  Place, 
Chicago,  IL,  Nov.  26-Dec.l.  Contact:  Carolyn  Mills,  PCI,  35 
E.  Wacker  Dr.,  Chicago,  IL  60601.  Phone:  (312)  558-1770. 

December 

2nd  Annual  Musculoskeletal  Conference,  Hennepin  County 
Med.  Ctr.,  Minneapolis,  MN,  Dec.  1.  Contact:  Hennepin 
County  Med.  Ctr.,  Off.  of  Academic  Affairs,  701  Park  Ave., 
Ste.  4220,  Minneapolis,  MN  55415.  Phone:  (612)  347-2075. 

4c  * 4c 

Physicians,  Family  and  Addictions,  Royce  Hotel, 
Williamsburg,  VA,  Dec.  8-9.  Contact:  Medical  Society  of 


Virginia,  Jeanne  Douglas,  Exec.  Dir.,  Physicians’  Hlth  and 
Effectiveness  Prog.,  4205  Dover  Rd.,  Richmond,  VA  23221. 
Phone:  (804)  353-2721. 

4c  4c  4c 

Pediatric  Update,  Williamsburg  Lodge,  Williamsburg,  VA, 
Dec.  15-17.  Contact:  CME  Registration,  Am.  Acad,  of  Peds., 
PO  Box  927,  Elk  Grove  Village,  IL  60009-0927.  Phone: 
1-800-433-9016,  ext.  7567. 

January 

Current  Concepts  in  Pediatrics,  Marriott’s  Mark  Resort,  Vail, 
CO,  Jan.  4-7.  Contact:  CME  Registration,  Am.  Acad,  of 
Peds.,  PO  Box  927,  Elk  Grove  Village,  IL  60009-0927.  Phone: 
1-800-433-9016,  ext.  7567. 

USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


The  American  Medical  Association  has  announced  the 
creation  of  American  Medical  Television.  This  is  a 2-hour 
program  on  the  Discovery  Channel  every  Sunday  from  9 
am  to  11  am.  Central  Standard  Time,  starting  Sunday, 
January  8,  1989.  American  Medical  Television  carries 
CME  credits  for  its  programs. 
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SOUTH  DAKOTA 


VASOTEC 


(ENAL  APRIL  MALE  ATE  MSD) 

VASOTEC  IS  available  In  2 5-mg,  5-mg,  10-mg.  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC®  (Enalapril  Maleale,  MSD)  is  conlramdicaled  in  palienis  who  are  hypersensitive  lo  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  longue  glottis,  and/or  larynx  has  been  reported  in 
patienisirealed  wilhACE  inhibitors,  inciudingVASOTEC.  Insuchcases,  VASOTEC  should  bepromptlydiscontinuedand  the 
patient  carefully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  conlined  to  the  taceand  lips, 
the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  lalal  Where  there  is  involvement  of  the  tongue,  glotiis,  or 
larynx  likely  to  cause  airway  oostruction,  appropriate  therapy,  e g . subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS  ) 

Hypotension  Excessive  hypotension  iS  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
lailure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  tollowed.  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION.)  Palienis  at 
risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  cnaraclerislics:  heart  lailure.  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  tailure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  initialing  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hymtension  who  are  able  to  tolerate  such  adiusimenis  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  for  the  first  two  weeks  ot  treatment  and  whenever  the  dose  ot  eoalapril 
and/or  diuretic  Is  increased  Similar  considerations  may  apply  lo  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident. 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  if  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline  A transient  hypotensive  response  is  not  a contraindication  lo  further  doses  ol  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  If  symptomatic  hypotension 
develops,  a dose  reduchon  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary 
HeutropenialAgranulocylosis  Another  ACE  inhibitor,  caplopril,  has  beeo  shown  lo  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  palienis  with  renal  impairment  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insufficient  lo  snow  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rales.  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  Impaired  Renal  Function.  As  a consequence  of  inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  palienis  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiotensin-aldoslerone  system,  Irealmenl  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associalerj  wilh  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
lailure  and/or  death. 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  First 
tew  weeks  of  therapy 

Some  palienis  with  hypertension  or  heart  lailure  wilh  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  mote  likely  lo  occur  in  patients  wilh  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  requited 

Evaluation  ol  patients  wilh  hypertension  or  heart  lailure  should  always  include  assessment  ol  renal 
lunclion.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  of  disconlinualioh  of  Iherapy  in  0 28%  ol  hypertensive  patients  In  clinical  dials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  of  palienis,  but  was  not  a cause  for  discontinuation 

Risk  factors  tor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus,  and  the  concomitant  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  ifal  all,  with  vASOTEC  (See  Drug  Inleracllons.) 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  If  hypofension  occurs  and  is 
considered  lo  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Intormalion  lor  Patients 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  the  first  dose  ot  enalapril. 
Palienis  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
of  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  lo  lake  no  more  rfrug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lighiheadedness  especially  during  the  first  lew  days  ol  therapy  If 
actual  syncope  occurs.  Ihe  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  caulioned  lhal  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ol  reduction  In  fluid  volume.  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a fall  in  blood  pressure,  patients  should  be  advised  lo  consult  wilh  Ihe  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia:  Patients  should  be  told  lo  report  promptly  any  indicalion  ol  infection  (e  g , sore  throat,  (ever)  which  may  be 
a sign  ol  neutropenia. 

NOTE  As  with  many  other  drugs,  certain  advice  to  palienis  being  treated  with  enalapril  is  warranled  This  information  is 
intended  lo  aid  in  Ihe  sale  and  efteclive  use  ol  this  medication.  II  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects. 

Drug  Inleracllons: 

Hypotension.  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  Iherapy  was 
recently  Instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  Iherapy  wilh 
enalapril  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discohlinuing  the  diuretic  or 
increasing  Ihe  salt  intake  prior  to  initiation  ol  Irealmenl  wilh  enalapril  It  it  is  necessary  lo  continue  the  diuretic,  provide 
close  medical  supervision  after  Ihe  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  Feast  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release:  The  aniihyperlensive  effect  of  VASOTEC  is  augmented  by  antihyperlensive  agents  lhal 
cause  renin  release  (e  g,,  diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  wilh  beta-adrenergic-biocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  significant 
adverse  interactions. 


Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (eg.,  spironolactone.  Iriamlerene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  subslilules  may  lead  lo  signiiicanl  increases  in  serum  potassium  Therefore,  it  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonsfraled  hypokalemia,  they  should  be  used  wilh  caution  and  with  Irequenl  monitor- 
ing ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  palienis  with  heart  failure  receiving 


Lithium  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs.  Although  a causal  relationship  has  not  beeh  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequenlly. 

Pregnancy -CalegoryC  There  was  no  letoloxicity  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ol  enalapril 
(333  times  Ihe  maximum  human  dose)  Fetoloxiclty,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementalion  prevented  Ihe  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day.  but  not  at 
30  mg/kg/day  (5(5  limes  Ihe  maximum  human  dose). 


Radioactivity  was  found  lo  cross  Ihe  placenta  lollowing  administration  ol  labeled  enalapril  lo  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta  Because  Ihe  risk  ol  fetal  toxicity  with  Ihe  use  ol  ACE  inhibitors  has  not  been  clearly 
delined,  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  if  the  potential  benefit  juslilies  the 
potential  risk  lo  the  letus. 

Posimarkeling  experience  wilh  all  ACE  inhibitors  thus  tar  suggests  the  lollowing  wilh  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  lo  Ihe  Inst  trimester  ol  pregnancy  has  not  been  reported  lo  affect  lelal  outcome  adversely 
Fetal  exposure  during  Ihe  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  fetal  and  neonatal  morbidify 
and  mortality 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ol  pregnancy,  there  have  been  reports  ol  hypotension  and  decreased 
renal  perlusion  in  Ihe  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  lunction  m Ihe  letus  Infants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed  tor  hypoten- 
sion, oliguria,  and  hyperkalemia  If  oliguria  occurs,  attenlion  should  be  directed  toward  support  ol  blood  pressure  and 
renal  perlusion  with  (he  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with  premaluiily  such 
as  pafent  ductus  arteriosus  have  occurred  in  association  with  maFernal  use  of  ACE  inhibitors,  but  it  is  not  clear  wfielher 
they  are  related  lo  ACE  inhibition,  maternal  hypertensron,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  lollowing  administration  ol  'C  enalapril  maleate  It  is  not 
known  whether  this  druo  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milx,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  mote  than  10,000  patients,  including  over  1000 
patients  treated  for  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  lolerated  in  conirolled  clinical  Inals 
involving  2987  patients 

HYPERTENSION  The  most  Irequenl  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%).  nausea  (1 4%).  rash  (1 4%),  cough  (1 3%).  orthostatic  effects  (l  2%),  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (79%),  hypotension  (6  7%).  orthostatic  effects  (2  2%),  syncope  (2  2%).  cough  (2  2%),  chest  pam  (2 1%),  and 
diarrhea  (21%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  conirolled  and  uncon- 
Irolled  clinical  Inals  were:  fatigue  (18%),  headache  (1 8%).  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthostatic  hypo- 
tension (1 6%),  vertigo  (1 6%).  angina  pectoris  (1 5%).  nausea  (1 3%),  vomiting  (1.3%),  bronchifis  (1  3%),  dyspnea 
(13%),  urinary  tract  infection  (1 3%),  rash  (1 3%),  and  myocardial  infarction  (1  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  lo  1%  of  patients  with  hypertension  or  heart  lailure  in  clinical  Inals  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular.  Cardiac  arrest:  myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  lo  excessive 
hypotension  in  high-risk  palienis  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction, 
rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digeslive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis. 
Nervous/Psychiatric:  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure,  oliguria,  renal  dyslunclion  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inlection 
Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
menlaiion  rale  may  be  present  Rash  or  other  dermatologic  manileslalions  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
lollowing  the  initial  dose  or  during  extended  iherapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  Iherapy 
in  0 1%  of  hypertensive  patients  Fn  heart  lailure  pafients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  Iherapy  in  1 9%  of  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings. 

Serum  Electrolytes.  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  uMn  disconlinuation  of  therapy,  were  observed  in  about  0.2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS  ) In  patients  with  heart  lailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  cohcomitani  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Fncreases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 
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and  1 0 vol  %.  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  Ihrombocylopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests.  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  palienis  who  are  currently  being  treated  with  a diuretic,  symptomatic 
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tinued lor  two  lo  three  days  belore  beginning  therapy  with  VASOTEC  to  reduce  Ihe  likelihood  ol  hypotension  (See 
WARNINGS ) If  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  Iherapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
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ommended daily  dose,  and  there  has  been  much  more  experience  with  iwice-daily  dosing  In  addition,  m a placebo-con- 
trolled  study  which  demonstrated  reduced  mortality  in  patients  with  severe  hearf  failure  (NYHA  Class  IV),  patients  were 
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excessive  hypotension  or  signilicani  deterioration  ol  renal  lunclion  The  maximum  daily  dose  is  40  mg  

For  more  detailed  information,  consult  your  MSD  RepresentaliveorseePrescribing  Intormalion  Merck  SHARft 

Sharp  & Dohme.  Division  ot  Merck  & Co . Inc  . West  Point.  PA  19486  J6VS18R2|817)  DOHME 


VASOTEC 


IT  MAT  CHANGE  TH  E WAIT 
YOUR  PAHENTS  FEEL 
ON  ANTIHYPERTENSIVE 

THERAPY 


MERCK 

SHARa 

DOHME 


FOR  MANY  HYPERTENSIVE  PATIENTS 

START  WITH  ONCE-A-DAY 


For  a Brief  Summary  of  Prescribing  Information 
please  see  next  page  of  this  advertisement 


Copyright ©1987  by  Merck  & Co.,  inc 


J6VS18R 


SOUTH 


DAKOTA 


CURRENT 

JNLS 


JAL 


JOUl 

OpT 

MEDICINE 


November  1989 
Volume  42  Number  11 

Published  Monthly  by  the  South  Dakota 
State  Medical  Association, 


South  Dakota  Journal  of 
Medicine 
UCSF  LIBRARY 
Received  on:  02-08-90 


Eikenella  coirodens:  An  Unusual  Cause  of  Endocarditis 
in  a Patient  with  Silent  Mitral  Valve  Prolapse 

USD  School  of  Medicine 

Toxic  Epidermal  Necrolysis:  A Medical  Student’s  Perspective 


A PRESCRIPTION 
FORPIf^lANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

CAPT  THOMAS  RICE 
402-551-0928 
COLLECT 


For  treatment  of  diabetes; 


REPLACE 

Human  Insulin 


With  Human  Insulin 


^ny  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


HunniHn'® 

human  insulin 
[recombinant  DNA  origin] 


Leadership 
In  Diabetes  Care 


South  Dakota 
Foundation  for 
medicol  Core 

DOCUMENTATION:  INTERVENING  CARE  CHECKLIST 

Intervening  care  is  defined  as  care  provided  to  Medicare  patients  between  successive  acute  care  admissions. 
Intervening  care  includes  services  provided  in  Medicare  reimbursed  Skilled  Nursing  Facilities,  Home  Health 
Agencies,  or  Hospital  Outpatient  Areas.  The  following  items  found  in  the  patient’s  record  are  used  in  screen- 
ing intervening  care  cases.  Intervening  care  providers  are  being  asked  to  submit  this  information  for  those 
cases  selected  for  PRO  review. 

Skilled  Nursing  Facility  (SNFl 

• physician’s  orders  and  progress  notes 

• admission  assessment  to  SNF 

• hospital  discharge  summary 

• assessment  and  progress  notes  from  all  disciplines  involved  in  care 

• drug  regimen  review  hy  pharmacist 

• graphic  sheet:  include  temperature,  pulse,  respiration  and  hlood  pressure;  may  include  weight,  input/output, 
etc. 

• restraint  record 

• all  routine  and  PRN  drugs  (including  nonprescription  drugs) 

• decubitus  ulcer  report,  if  applicable 

• laboratory  and  other  diagnostic  reports 

• patient  education:  a follow-up  plan  of  care  and  instructions  to  the  patient  should  be  included 
Home  Health  Agency  (HHAi 

• patient  assessment  that  identifies  patient’s  needs  and  a plan  that  identifies  how  HHA  will  address  these  needs. 
Assessment  should  report: 

• patient  H&P  describing  patient’s  functional  limits,  impairments,  ability  to  meet  activities  of  daily 
living,  and  psycho-social  status  (both  cognitive  and  effective) 

• medication  review 

• capability  of  caregiver 

• nutritional  needs  and  environmental  risks 

• patient  status  before  or  at  entry 

• source  of  referral  to  HHA 
Other  items  to  include  in  the  record  are: 

• physician’s  orders 

• graphic  sheet:  include  temperature,  pulse,  respiration  and  blood  pressure;  may  include  weight,  input/output, 
etc. 

• copies  of  diagnostic  reports  and  therapy  plan  and  patient  compliance 

• assessment  and  progress  notes  from  ancillary  services 

• patient  education:  a follow-up  plan  of  care  and  instructions  to  the  patient  should  be  included 

• decubitus  ulcer  report,  if  applicable 

Hospital  Outpatient  Area  (HOPAl 

• intake  assessment  of  medical,  physical,  psychological,  and  social  condition  of  patient 

• report  of  diagnostic  and  therapeutic  services  provided 

• patient  education:  a follow-up  plan  of  care  and  instructions  to  the  patient  should  be  included 

• discharge  plan 

• graphic  sheet:  include  temperature,  pulse,  respiration  and  blood  pressure;  may  include  weight,  input/output, 
etc. 

• therapy  plan  and  compliance 


2 


SOUTH  DAKOTA 


SOUTH  DAKOTA  JOURNAL  OF  MEDICINE 

Volume  42/No.  11  November  1989  (ISSN  0038-3317) 


Official  Publication  of  the 
South  Dakota  State 
Medical  Association 

the  South  Dakota  Chapter 
of  the  American  College 
of  Surgeons 

the  South  Dakota 
Psychiatric  Association 
of  the  American 
Psychiatric  Association 

R.  E.  Van  Demark,  MD 
Editor 

Robert  D.  Johnson 
Business  Manager 

EDITORIAL  COMMITTEE 
Richard  Holm,  MD 
Clark  Likness,  MD 
John  Jones,  MD 
Martin  Christensen,  MD 
Mark  Werpy,  MD 
Kevin  Bjordahl,  MD 
Michael  McVay,  MD 
Dennis  Stevens,  MD 
Dan  Heinemann,  MD 
Ken  Peterson,  MD 
Michael  Mathews,  MD 
Milton  Mutch,  MD 
Craig  Hansen,  MD 
Curtis  Liedtke,  MD 

SOUTH  DAKOTA  JOURNAL  OF 
MEDICINE  (ISSN  0038-3317)  is 
published  monthly  for  $15  per  year 
domestic,  $18  per  year  foreign,  $1.75 
for  single  copy,  by  South  Dakota 
State  Medical  Association,  1323 
South  Minnesota  Ave.,  Sioux  Falls, 
SD  57105.  Second  class  postage  paid 
at  Sioux  Falls,  South  Dakota  57101 
and  additional  mailing  offices. 
POSTMASTER:  Send  address 
changes  to  SOUTH  DAKOTA 
JOURNAL  OF  MEDICINE,  1323 
South  Minnesota  Ave.,  Sioux  Falls, 
SD  57105 


About  the  Cover 


SCIENTIFIC  ARTICLES 

Eikenella  corrodens:  An  Unusual  Cause  of 
Endocarditis  in  a Patient  with  Silent  Mitral  Valve 
Prolapse  5 

Lori  A.  Hansen,  MD 
Anthony  G.  Salem,  MD 
Randall  S.  Edson,  MD 

USD  School  of  Medicine 

Toxic  Epidermal  Necrolysis:  A Medical  Student’s 
Perspective  15 

Tage  Elizabeth  Born 
Edward  T.  Zawada,  Jr,  MD 


FEATURES 

President’s  Page  9 

Legislative  Directory  11 

Editorial  13 

Changing  Mediccd  Attitudes  on  Exercise 
Robert  E.  Van  Demark,  Sr,  MD,  Editor 

Auxiliary  News  21 

This  Is  Your  Medical  Association  23 

Council  Meeting  Highlights  27 

Directory  of  Advertisers  28 

Future  Meetings  28 


NEXT  MONTH 

Practice  Location  Factors  Influencing  South  Dakota 
School  of  Medicine  Graduates  (1977-85) 


South  Dakota’s  state  bird,  the  Chinese  ring-necked  pheasant  originally  a native  of  the  Orient,  was  introduced  into  this  state  in  1908. 
Hunters  from  across  America  travel  here  to  match  wits  with  our  wily  roosters.  (Photo  courtesy  of  South  Dakota  Department  of 
Tourism.) 


NOVEMBER  1989 


3 


December  is 

ENDOWMENT  MONTH 

A Special  Time  to 
Support  the 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

Your  contribution*  provides  loans  to  stu- 
dents at  the  USDSM.  ALL  contributions  are 
designated  for  these  low  interest  loans  un- 
less you  request  otherwise. 


HELP  US  HELP  OTHERS  - BE  GENEROUSI 

Send  your  check  today  to: 

S.D.  Medical  School  Endowment  Assn. 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 

* May  be  tax  deductible 


4 


SOUTH  DAKOTA 


Eikenella  corrodens:  An  Unusual  Cause  of 
Endocarditis  in  a Patient  with  Silent  Mitral 
Valve  Prolapse 


Lori  A.  Hansen,  MD^ 
Anthony  G.  Salem,  MD" 
Randall  S.  Edson,  MD^ 


ABSTRACT 

A 69-year  old  man  with  clinically  silent  mitral  valve  prolapse  developed  infective  endocarditis  secondary  to 
Eikenella  corrodens  after  dental  work.  The  patient  required  surgical  removal  of  abscessed  teeth  and  long-term 
antibiotic  therapy.  E.  corrodens  is  a gram-negative  coccobacillus  which  normally  inhabits  tbe  oropharynx, 
gastrointestinal  tract,  and  upper  respiratory  tract.  The  organism  can  cause  cutaneous  and  abdominal  abscesses, 
meningitis,  osteomyelitis,  and  endocarditis. 

Patients  with  mitral  valve  prolapse  and  a pre-existent  systolic  murmur  or  Doppler  echocardiographic  evidence 
of  mitral  regurgitation  should  receive  prophylactic  antibiotics  for  any  procedure  associated  with  a bacteremia.  An 
infection  caused  by  E.  corrodens  should  be  considered  in  patients  with  fever  after  dental  manipulation  or  in  patients 
with  "culture-negative"  endocarditis. 


At  least  75  percent  of  cases  of  infective  endocarditis 
are  caused  by  streptococci  and  staphylococci^ 
and  the  remainder  by  "unusual"  organisms,  including 
fastidious  gram-negative  rods,  rickettsiae,  and  fungi. 

We  report  a patient  who  developed  infective  en- 
docarditis secondary  to  Eikenella  corrodens  after 
undergoing  dental  work. 

REPORT  OF  A CASE 

A 69-year  old  white  male  was  admitted  to  the  hospi- 
tal with  fever  and  chills  of  four  days’  duration.  He  also 
complained  of  cough,  diarrhea,  and  generalized  weak- 
ness. His  past  history  included  chronic  obstructive 
pulmonary  disease  and  extensive  dental  manipulation 
six  months  prior  to  admission.  The  weakness  and 
fatigue  began  shortly  after  the  dental  work. 


1.  Fellow,  Division  of  Thoracic  Diseases  and  Internal 
Medicine,  Mayo  Clinic  and  Mayo  Foundation,  Rochester, 
MN.  Currently  practicing  pulmonary  medicine  at 
Sacred  Heart  Hospital.  Assistant  Professor  of  Medicine, 
USD  School  of  Medicine,  Yankton,  SD. 

2.  Chief,  Section  of  General  Medicine,  USD  School  of 
Medicine,  Sioux  Falls,  SD. 

3.  Staff  Physician,  Division  of  Infectious  Diseases  and  In- 
ternal Medicine,  Mayo  Clinic  and  Mayo  Foundation, 
Rochester,  MN. 


On  admission,  his  temperature  was  40.6°C  rectally, 
pulse  rate  93  per  minute,  respiratory  rate  24  per  minute, 
and  blood  pressure  90/60  mm  Hg. 

He  was  a mildly  obese,  lethargic  man  in  no  acute  dis- 
tress. Examination  of  eyes,  ears,  nose,  and  throat  was 
unremarkable.  There  were  decreased  breath  sounds. 
No  cardiac  murmurs  or  gallops  were  heard.  Ab- 
dominal examination  was  unremarkable.  There  were 
no  splinter  hemorrhages.  Osier’s  nodes,  or  other 
peripheral  manifestations  of  endocarditis. 

On  admission  his  hemoglobin  level  was  15  g/dl, 
hematocrit  was  46  percent,  and  leukocyte  count  was 
13,000/uL,  with  65  percent  neutrophils,  35  percent 
bands,  and  3 toxic  granulations.  Urinalysis  was  nor- 
mal. The  chest  radiograph  revealed  cardiomegaly  but 
was  otherwise  normal.  The  electrocardiogram  was 
consistent  with  an  inferior  myocardial  infarction  of  in- 
determinate age. 

The  patient  was  given  nafcillin  and  gentamicin  em- 
pirically and  intravenous  fluids  which  led  to  resolution 
of  his  fever  and  normalization  of  his  blood  pressure. 
On  the  tenth  hospital  day,  E.  corrodens  was  identified 
in  six  of  six  blood  cultures  obtained  on  admission.  The 
nafcillin  and  gentamicin  were  discontinued. 
Cefoperazone  was  started  after  the  antibiotic  sensitivity 
revealed  a minimal  inhibitory  concentration  of  0.13 
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ug/ml.  The  patient  was  given  a tot£j  of  thirteen  days  of 
antibiotic  therapy.  He  was  dissmissed  in  an  improved 
condition.  The  source  of  E.  corrodens  was  not  iden- 
tified. 

Four  days  after  dismissal  the  patient  was  readmitted 
to  the  hospital  with  fever  of  102°  orally.  He  denied 
cough,  throat  or  neck  pain,  abdominal  pain,  or  arthral- 
gias. Blood  cultures  were  again  obtained.  Antibiotics 
were  not  started  initially  so  that  the  fever  pattern  could 
be  monitored.  He  was  given  cefoperazone  in- 
travenously on  the  third  hospital  day  and  he 
subsequently  defervesed.  Further  evaluation  revealed 
an  abnormal  echocardiogram  suggestive  of  mitral  valve 
dysfunction,  but  with  no  definite  vegetations.  Com- 
puted tomographic  scan  of  the  chest  and  abdomen  and 
a gallium  scan  were  negative.  Dental  examination 
revealed  a questionable  periapical  abscess  involving 
the  previously  manipulated  teeth.  The  patient 
remained  afebrile  but  developed  a transient  episode  of 
atrial  fibrillation. 

E.  corrodens  is  usually 
found  as  normal  flora  in 
the  oral  cavity, 
gastrointestinal  tract, 
upper  respiratory  tract, 
and  genitourinary  tract 

A repeat  echocardiogram  revealed  definite  prolapse 
of  the  anterior  leaflet  of  the  mitral  valve  and  findings 
compatible  with  a vegetation.  Blood  cultures  grew  E. 
corrodens.  The  patient  was  transferred  to  the  Mayo 
Clinic  for  continued  care. 

Further  evaluation  revealed  multiple  dental  absces- 
ses, and  he  underwent  a full-mouth  extraction  of  his 
permanent  teeth.  Echocardiogram  revealed  prolapse 
of  the  mitral  valve.  Blood  cultures  were  again  positive 
for  E.  corrodens.  Minimal  inhibitory  concentrations 
were  obtained  to  penicillin  (2  units/ml),  ampicillin  (1 
ug/ml),  and  imipenem  (0.13  ug/ml).  The  minimal  in- 
hibitory concentration  to  cefoperazone  was  not 
repeated.  He  received  four  weeks  of  antibiotic  therapy 
with  imipenem  (Ig  IV  every  8 hours).  His  recovery  was 
complicated  by  a cerebrovascular  accident  and  grand 
mal  seizure,  presumably  embolic  in  nature  and  not  due 
to  imipenem  as  his  renal  function  was  normal. 

The  patient  was  seen  in  follow-up  one  year  later  and 
was  doing  well  without  sequelae. 

DISCUSSION 

E.  corrodens  is  a nonmotile,  non-spore-forming, 
gram-negative  coccobacillus.  It  is  microaerophilic. 


growing  best  under  increased  carbon  dioxide  tension. 
Eiken  first  identified  the  organism  in  1948  as  a strict 
anaerobe  under  the  genus  Bacteroides.  Jackson  and 
associates  reclassified  the  bacteria  into  E.  corrodens,  a 
facultative  anaerobe,  and  Bacteroides  corrodens,  an 
obligate  anaerobe.  ' Eikenella  is  included  in  the 
"HACEK"  category  of  endocarditis  including: 

H haemophilus 

A Actinobacillus  actinomycetemcomitans 
C Cardiobacterium  hominis 
E Eikenella  corrodens 
K Kingella  kingii^ 

E.  corrodens  is  usually  found  as  normal  flora  in  the 
oral  cavity,  gastrointestinal  tract,  upper  respiratory 
tract,"*  and  genitourinary  tract.^ 

Isolation  of  E.  corrodens  may  be  difficult  because  it 
is  relatively  slow-growing  and  can  be  missed  on  routine 
culture.  The  time  to  recovery  from  blood  cultures  is 
usually  three  to  seventeen  days.^  The  organism  grows 
best  on  chocolate  agar  with  hemin  incubated  aerobical- 
ly with  five  percent  carbon  dioxide.^  The  organism 
appears  as  corroded  patches  on  agar;  however,  not  all 
isolates  of  E.  corrodens  consistently  exhibit  this  charae- 
teristic.***  It  is  often  overgrown  by  other  organisms  in 
mixed  culture  and  is  therefore  not  identified. 

E.  corrodens  is  susceptible  to  penicillin  and  resistant 
to  penicillinase-resistant  penicillins  and 
aminoglycosides.  E.  eorrodens  is  resistant  to  clin- 
damycin, which  is  effective  against  most  anaerobic 
bacteria.  Gram-negative  microaerophilic  organisms 
that  are  resistant  to  clindamycin  suggest  the  possibility 
of  E.  corrodens.***  The  in  vitro  activity  of  the 
cephalosporins  against  these  organisms  has  been  in- 
consistent.** 

E.  corrodens  may  cause  cutaneous  and  abdominal 
abscesses,  meningitis,  osteomyelitis,  and  endocarditis*^ 
and  it  has  been  found  as  the  sole  isolate  in  central  nerv- 
ous  system,  soft  tissue,  sinus,  and  bone  infections. 
Immunocompromised  hosts  have  increased  suscep- 
tibility to  infections  with  this  organism.  Patients  may 
have  received  antibiotic  treatment  and  only  E.  eor- 
rodens survived  at  the  site  to  perpetuate  infection.  It 
has  been  found  in  blood  cultures  after  dental  extrac- 
tions and  from  cultures  of  teeth  scrapings.*"*  It  is  often 
associated  with  mixed  bacterial  infections,^’^  usually 
streptococci.^ 

There  have  been  12  cases  of  E.  corrodens  endocar- 
ditis reported  in  the  English-language  literature.^ 
Predisposing  causes  included  intravenous  drug  abuse 
in  five  patients,  underlying  heart  disease  in  two,  pros- 
thetic heart  valve  and  dental  manipulation  in  two,^ 
possible  valvular  abnormality  and  dental  manipulation 
in  two,  and  leukemia  and  periodontal  infection  in  one.^ 
Two  of  these  patients  died  during  treatment.^  In  seven 
patients,  E.  corrodens  was  the  only  organism  isolated. 
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Treatment  of  E.  corrodens  endocarditis  includes 
penicillin  G or  ampicillin  for  three  weeks  for  native 
or  prosthetic  valve  endocarditis.  Combination  therapy 
is  not  required  if  E.  corrodens  is  the  sole  isolate. 
Erythromycin  may  be  used  if  the  patient  is  allergic  to 
penicillin;  however,  it  may  not  be  effective  if  the  patient 
has  a prosthetic  valve.^  Our  patient  was  treated  effec- 
tively with  imipenem  and  surgical  removal  of  the  source 
of  infection. 


the  risk  of  infective  en- 
docarditis in  patients 
. with  mitral  valve 


prolapse  is  eight  times 
that  of  patients  without 
underlying  valvular  heart 
disease 


On  his  initial  presentation  to  the  hospital,  our  patient 
had  silent  mitral  valve  prolapse  (no  murmur  or  mid-sys- 
tolic click  was  appreciated).  A grade  lA^  systolic 
murmur  was  noted  by  one  examiner  four  days  after  his 
first  hospital  admission  but  was  not  confirmed  by  other 
examiners.  An  echocardiogram  during  his  second 
hospital  admission  suggested  mitral  valve  dysfunction. 
Three  subsequent  echocardiograms  demonstrated 
definite  mitral  valve  prolapse  and  one  demonstrated  a 
probable  vegetation  on  the  anterior  leaflet  of  the  mitral 
valve. 

Clems  and  Stanton  reported  that  the  risk  of  infective 
endocarditis  in  patients  with  mitral  valve  prolapse  is 
eight  times  that  of  patients  without  underlying  valvular 
heart  disease.^®  MacMahon  et  al  found  that  the 
development  of  endocarditis  in  patients  with  mitral 
valve  prolapse  correlated  with  a pre-existing  systolic 
murmur  presumably  caused  by  mitral  regurgitation. 
Endocarditis  did  not  correlate  with  a midsystolic  click 
or  prolapse  demonstrated  only  by  echocardiography.^^ 
They  estimated  that  approximately  90  percent  of  the 
cases  of  infective  endocarditis  could  be  eliminated  if 
prophylactic  antibiotics  were  given  only  to  those 
patients  with  mitral  valve  prolapse  and  a systolic  mur- 
mur. Unfortunately,  the  ausculatory  findings  of  mitral 
valve  prolapse  are  variable  and  may  also  depend  on  the 
physical  diagnosis  skills  of  the  examiner.  The  absence 
of  a click  or  murmur  on  a single  examination  does  not 
necessarily  exclude  the  presence  of  such  findings  on 
subsequent  or  previous  examinations.  In  some 
patients,  the  click  or  murmur  may  be  heard  (provoked) 
only  if  the  patient  is  sitting  upright. 

In  view  of  this  variability,  we  conclude  that  the  find- 


ings of  an  unprovoked  systolic  murmur  on  several  oc- 
casions or  Doppler  echocardiographic  evidence  of 
mitral  regurgitation  (not  just  prolapse)  suggest  the 
need  for  infective  endocarditis  prophylaxis  for  any  pro- 
cedure associated  with  a bacteremia. 

We  believe  that  our  patient  represents  the  first 
reported  case  of  infective  endocarditis  secondary  to  E. 
corrodens  in  a patient  with  silent  mitral  valve  prolapse. 
He  is  also  the  thirteenth  reported  case  of  infective  en- 
docarditis caused  by  E.  corrodens.  Infection  caused  by 
E.  corrodens  should  be  considered  in  patients  with 
fever  after  dental  manipulation  or  in  "culture-negative" 
endocarditis. 
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Unity 

At  the  Council  meeting  several  weeks  ago,  the 
Council  decided  to  explore  the  possibility  of 
unified  membership  for  the  South  Dakota  State  Medi- 
cal Association  and  the  American  Medical 
Association.  What  this  means  is  that  membership  in 
the  State  Medical  Association  would  require  member- 
ship in  the  AMA.  This  represents  a dramatic  change 
in  direction  of  the  AMA’s  efforts  to  increase  member- 
ship. The  AMA  does  not  allow  direct  membership  in 
unified  states  or  counties.  Thus  from  our  prospective, 
unified  membership  constitutes  a much  more  cohesive 
strategy  to  strengthen  both  the  AMA  and  our  State 
Medical  Association,  which  I am  sure  you  will  agree  is 
of  the  utmost  importance.  Unified  membership  not 
only  will  strengthen  the  AMA  as  an  organization  but  as 
a federation  as  well.  Because  of  the  fact  that  the  AMA 
cannot  adequately  represent  positions  alone,  a strong 
network  of  state  and  county  medical  societies  is  fun- 
damental to  achieving  the  optimal  level  of 
representation,  which  of  necessity  involves  strong  grass 
roots  infrastructures  at  the  state  and  local  level. 

I cannot  recall  either  from  personal  involvement  or 
from  the  past  history  of  medicine,  a time  when  the  medi- 
cal profession  has  faced  the  crisis  it  faces  now,  namely 
government  control,  third  party  payers,  malpractice 


suits,  loss  of  prestige.  If  ever  there  were  a time  when 
physicians  needed  to  be  unified  and  pull  together,  the 
time  is  now! 

It  is  my  feeling,  especially  in  these  times,  that  it  is  the 
moral  and  financial  responsibility  of  all  physicians  to 
support  the  AMA,  which  is  without  a doubt  the  logical 
national  voice  for  our  profession. 

The  matter  of  unified  membership,  coming  as  it  does 
at  this  time  of  crisis,  may  cause  some  physicians  to  lose 
sight  of  the  critical  issues  that  face  all  of  us.  However, 
it  is  precisely  these  crises  that  have  precipitated  the 
need  to  strengthen  medicine’s  unity.  We  need  to  be 
stronger  and  support  all  of  the  organizations  that  help 
to  support  our  profession.  If  we  lose  our  profes- 
sionalism, both  we  and  our  patients  will  suffer. 

A well  known  labor  lawyer  recently  made  this  obser- 
vation: "Physicians  must  give  up  a little  of  their 
individual  freedom  today  if  they  are  to  preserve  for 
tomorrow  their  greater  freedom  to  practice  medicine 
as  independent  professionals.  If  they  don’t  and  if  the 
current  trends  continue,  the  physician  will  be,  in  fact, 
an  employee  as  determined  by  the  formal  definition  of 
labor  law.  He  or  she  will  have  no  effective  negotiation 
option  except  to  unionize."  I am  asking  all  physicians 
in  this  state  to  become,  or  remain,  members  of  or- 
ganized medicine  in  your  county  societies,  the  State 
Medical  Association,  and  the  American  Medical  As- 
sociation. I also  want  each  and  every  one  of  you  to 
critically  assess  this  question  of  unified  membership.  If 
nothing  else,  be  pragmatic.  The  most  we  have  to  lose 
is  some  money  for  dues  for  the  AMA.  But  if  this  works 
- if  our  membership  strengthens  our  organizations  and 
helps  them  to  represent  us  more  effectively,  it  will  be 
the  wisest  expenditure  we  have  ever  made. 

Some  of  the  immediate  and  very  tangible  advantages 
gained  for  our  members  with  unification  would  be:  our 
members  would  save  10  percent  off  their  AMA  dues; 
our  AMA  delegation  would  increase  by  two  delegates 
and  two  alternate  delegates  thus  increasing  our  in- 
fluence at  the  national  level;  we  will  join  other  unified 
societies  as  leaders  in  medicine;  we  will  strengthen 
medicine  at  the  critical  national  level  where  so  many 
decisions  which  affect  our  patients  and  our  profession 
are  made;  and  we  will  have  a more  direct  input  into  how 
the  AMA  addresses  federal  issues.  We  will  help  to 
reduce  the  duplication  of  effort  and  splintering  which 
divides  the  house  of  medicine  in  these  perilous  times 
debilitating  our  effectiveness  in  winning  battles,  which 
will  determine  irrevocably  the  future  of  medicine. 

We  will  be  represented  on  the  unified  society’s  Ad- 
visory Committee  to  the  Executive  Committee  of  the 
AMA  Board  of  Trustees  enhancing  our  input  into 
AMA  decisions  directly.  The  AMA  will  devote  every 
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resource  at  its  disposal  to  ensure  that  our  decision  will 
not  weaken  but  rather  strengthen  organized  medicine 
both  in  our  state  and  at  the  national  level.  Finally,  we 
will  be  an  example  to  other  states  to  unite  with  our  na- 
tional professional  organization.  We  will  take  a giant 
step  forward  toward  a stronger,  more  effective  AMA, 
which  ultimately  wiU  benefit  all  our  citizens,  physicians 
and  patients  alike.  # 
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odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  dmg  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
erectile  impotence.  ’ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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SOUTH  DAKOTA  MEMBERS  OF  CONGRESS 

UNITED  STATES  SENATORS 
Senate  Office  Building 
Washington,  DC  20510 

PRESSLER,  LARRY  (R) 

Office:  Russell  411 
Telephone:  202-224-5842 
Term  Expires:  1991 

DASCHLE,  THOMAS  A.  (D) 

Office:  Hart  317 
Telephone:  202-224-2321 
Term  Expires:  1993 

UNITED  STATES  REPRESENTATIVES 
House  Office  Building 
Washington,  DC  20510 

JOHNSON,  TIM  (D) 

Office:  Cannon  513 
Telephone:  202-225-2801 
Term  Expires:  1990 


SOUTH  DAKOTA  SENATE 
State  Capitol 
Pierre,  SD  57501 


Lieutenant  Governor 

Walter  D.  Miller 

Capitol 

Telephone 

773-3661 

Home 

Telephone 

224-6768 

President  Pro  Tempore 
vacant 

Majority  Leader 

Sen.  George  H.  Shanard 

773-3824 

773-3828 

996-8337 

Asst.  Majority  Leaders 

Sen.  James  B.  Dunn 

773-5605 

584-3292 

Sen.  James  L.  Stoick 

773-3820 

845-2114 

Minority  Leader 

Sen.  Roger  McKellips 

773-4494 

934-2358 

Asst.  Minority  Leader 

Sen.  Doris  P.  Miner 

773-4494 

835-8945 

Minority  Whip 

Sen.  Karen  Muenster 

773-4494 

338-5991 

Appropriations 

Sen.  Henry  Poppen 

773-5352 

854-3930 

All  other  Senators  can  be  reached  during  the  Legislative  Session  by 
calling  the  Senate  Lobby  at  773-3821. 


Senator  (Party) 

Dist. 

Home 

Telephone 

Allen,  Carrol  V.  "Red"  (D) 

19 

Yankton 

665-1315 

Andera,  Leonard  E.  (D) 

20 

Chamberlain 

734-5581 

Austad,  Randy  J.  (R) 

14 

Sioux  Falls 

336-3135 

Belatti,  Richard  C.  (R) 

13 

Sioux  Falls 

335-3793 

Bietz,  Elmer  A.  (R) 

18 

Tripp 

935-6928 

NOVEMBER  1989 


Bones,  Walter  (R) 

9 

Parker 

528-6249 

Chicoine,  Roland  A.  (D) 

17 

Elk  Point 

966-5578 

Diedrich,  Michael  G.  (R) 

34 

Rapid  City 

343-0735 

Dunn,  James  (R) 

31 

Lead 

584-3292 

Emeiy,  James  W.  (R) 

30 

Custer 

6734289 

Flowers,  Charles  E.  (D) 

23 

Iroquois 

546-2448 

Halverson,  Harold  W.  (R) 

6 

Milbank 

432-5704 

Hanson,  Wallace  B.  (R) 

10 

Madison 

2564764 

Heidepriem,  Scott  N.  (R) 

5 

Miller 

853-3536 

Herseth,  R.  Lars  (D) 

2 

Houghton 

885-6362 

Johnson,  William  J.  (R) 

35 

Buffalo 

375-3776 

Kelley,  Jacqueline  A.  (D) 

24 

Pierre 

224-2684 

Kellogg,  Dorothy  M.  (D) 

4 

Watertown 

886-6874 

McKellips,  Roger  D.,  (D) 

16 

Alcester 

934-2358 

Miller,  Walter  D.  (R) 

Pierre 

224-6768 

Miner,  Doris  P.  (D) 

29 

Gregory 

835-8945 

Muenster,  Karen  (D) 

15 

Sioux  Falls 

338-5991 

Nelson,  Gary  D.  (D) 

28 

Martin 

685-6483 

Nelson,  Pam  A.  (D) 

11 

Sioux  Falls 

361-2505 

Olson,  Judith  R.  (D) 

33 

Rapid  City 

342-2218 

Paisley,  Keith  W.  (R) 

12 

Sioux  Falls 

332-5460 

Petersen,  Lyndell  H.  (R) 

32 

Rapid  City 

342-5595 

Poppen,  Henry  A.  (R) 

8 

DeSmet 

854-3930 

Shanard,  George  H.  (R) 

21 

Mitchell 

996-8337 

Stoick,  James  L.  (R) 

25 

Mob  ridge 

845-2114 

Streff,  Clyde  E.  (R) 

22 

Salem 

247-3471 

Symens,  Paul  N.  (D) 

1 

Amherst 

448-5775 

Taylor,  William  R.  (R) 

3 

Aberdeen 

225-7991 

Waddell,  Richard  W.  (D) 

27 

Isabel 

466-2281 

Wagner,  Mary  K.  (R) 

7 

Brookings 

688-5919 

Walker,  Bruce  J.  (R) 

26 

Sturgis 

347-3414 

SOUTH  DAKOTA  REPRESENTATIVES 
State  Capitol 
Pierre,  SD  57501 


Capitol 

Telephone 

Home 

Telephone 

Speaker 

Royal  J.  (Bud)  Wood  (R) 

773-3830 

225-5980 

Speaker  Pro  Tempore 

Rep.  Jim  Hood  (R) 

773-4485 

642-2757 

Majority  Leader 

Rep.  Jerome  B.  Lammers  (R) 

773-3845 

256-3694 

Majority  Whip 

Rep.  Donald  J.  Ham  (R) 

773-4903 

348-1506 

Asst.  Majority  Whips 

Rep.  Larry  E.  Gabriel  (R) 

Rep.  Malcolm  McKillop(R) 
Rep.  David  R.  Munson  (R) 

773-4069 

773-3838 

773-3838 

457-3161 

527-2360 

331-7256 

Minority  Leader 

Rep.  Robert  Duxbury  (D) 

773-4484 

458-2582 

Asst.  Minority  Leader 

Rep.  Larry  A.  Nelson  (D) 

773-4484 

624-4262 

Minority  Whips 

Rep.  William  Cerny,  Jr  (D) 
Rep.  Mary  Vanderlinde  (D) 

773-4484 

773-4484 

775-2300 

338-6501 

Appropriations 

Rep.  Janice  Nicolay  (R) 

773-5352 

332-6481 

11 

AJl  other  Representatives  can 

be  reached  during  the  Legislative  Ses- 

Wood,  Royal  J.  "Bud"  (R)  3 Warner  225-5980 

sion  bv  calling  the  House  Lobby  at  773-3851. 

Wudel,  Richard  A.  (R)  18  Parkston  928-3170 

Zabel,  Walter  L.  (R)  25  Selby  649-7935 

Rep.  (Party) 

Dist. 

Home 

Telephone 

Anderson,  Dean  W.  (R) 

8 

Biyant 

628-2506 

Anderson,  Loren  (R) 

19 

Yankton 

665-3141 

Bartnick,  Merle  (D) 

1 

New  Effington 

637-5449 

Beddow,  Jean  T.  (D) 

21 

Mitchell 

996-1753 

Cemy,  William  F.,  Jr  (D) 

29 

Burke 

775-2300 

Christianson,  T.  Loren  (R) 

6 

Astoria 

8324131 

Cutler,  Steve  K.  (R) 

2 

Claremont 

294-5232 

STANDING  SENATE  COMMITTEES 

Diedtrich,  Elmer  (R) 

25 

Mina 

225-2333 

••  Denotes  Chairman 

Duxbury,  Robert  N.  (D) 

5 

Wessington 

458-2582 

* Denotes  Vice-Chairman 

Edelen,  Mary  B.  (R) 

17 

Vermillion 

6244760 

Elwood,  Wesley  (D) 

28 

Batesland 

288-1938 

Affriculture  & Natural  Resources:  “Dunn,  "Emerv,  Bietz,  Bones, 

Flatt,  Elmer  E.  (R) 

30 

Custer 

673-2333 

Wagner,  Flowers,  Herseth,  Miner,  Waddell. 

Fosheim,  Douglas  G.  (D) 

23 

Huron 

352-3573 

ADOrooriations:  “Poooen,  "Stoick,  Hanson,  Petersen,  Walker, 

Gabriel,  Larry  E.  (R) 

27 

Cottonwood 

457-3161 

Allen,  Chicoine,  Kellogg,  Symens. 

Gleason,  Neil  P.  (D) 

1 

Claire  City 

6524567 

Commerce:  ""Halverson,  "Austad,  Belatti,  Johnson,  Muenster, 

Hagen,  Richard  E.  (D) 

28 

Pine  Ridge 

867-5399 

Gary  Nelson,  Pam  Nelson. 

Hagg,  Rexford  A.  (R) 

34 

Rapid  City 

343-0079 

Education:  ""Bietz,  "Streff,  Paisley,  Wagner,  Flowers,  Pam  Nelson, 

Ham,  Donald  J.  (R) 

34 

Rapid  City 

348-1506 

Olson. 

Hines,  Neal  (D) 

13 

Sioux  Falls 

335-3341 

Government  Operations  & Audit:  ""Streff,  "Hanson,  Chicoine. 

Hodges,  Joyce  E.  (R) 

8 

Lake  Preston 

8474716 

Health  & Welfaare:  " "Taylor,  "Austad,  Belatti,  Dunn,  Herseth,  Kel- 

Hollenbeck,  Mark  (R) 

33 

Rapid  City 

341-1386 

ley,  Gary  Nelson. 

Hood,  Jim  (R) 

31 

Spearfish 

642-7498 

Judiciary:  "Diedrich,  Emery,  Halyerson,  Shanard,  Andera,  Me- 

Howlett,  Dale  L.  (D) 

4 

Watertown 

882-2191 

Kellips,  Miner,  Muenster. 

Ingalls,  Marie  C.  (R) 

26 

Mud  Butte 

748-2212 

Legislatiye  Procedure:  "Stoick,  Shanard,  McKellips,  Miner. 

Johnson,  Carol  A. 

5 

Frankfort 

472-1296 

Local  Goyemment:  ""Paisley,  "Diedrich,  Johnson,  Streff,  Flowers, 

Johnson,  Juel  S.  (R) 

9 

Parker 

297-3708 

Pam  Nelson,Waddell. 

Kane,  Patrick  J.  (D) 

15 

Sioux  Falls 

334-5508 

Retirement  Laws:  ""Stoick,  "Petersen,  Walker,  Kelley,  Mckellips. 

Kennedy,  Howard  L.  (R) 

16 

Beresford 

763-5529 

State  Affairs:  ""Shanard,  "Dunn,  Diedrich,  Taylor,  Herseth,  Me- 

Kocer,  Albert  J.  (D) 

20 

Wagner 

384-3285 

Kellips,  Miner,  Muenster. 

Kovarik,  Wenzel  J.  (R) 

32 

Rapid  City 

342-2643 

Taxation:  ""Bones.  "Paisley,  Austad,  Halverson,  Wagner,  Andera, 

Krautschun,  Harvey  C.  (R) 

31 

Spearfish 

6424276 

Kelley,  Olson,  Waddell. 

Krogman,  Dean  M.  (R) 

7 

Brookings 

692-5138 

Transportation:  ""Emery,  "Bietz,  Belatti,  Taylor,  McKellips,  Gary 

Kuhler,  Deborah  G.  (R) 

23 

Huron 

3524130 

Nelson,  Olson. 

Lammers,  Jerome  B.  (R) 

10 

Madison 

256-3694 

Joint  House  and  Senate  Committee:  Appropriations 

Loge,  Kevin  (R) 

12 

Sioux  Falls 

336-1976 

Mateer,  Charles  Q.  (R) 

35 

Belle  Fourche 

8924642 

McKillop,  Malcolm  C.  (R) 

22 

Artesian 

527-2360 

STANDING  HOUSE  COMMITTEES 

McNenny,  Kenneth  G.  (R) 

26 

Sturgis 

347-2157 

""  Denotes  Chairman 

Means,  L.  L.  (George)  (R) 

19 

Yankton 

665-7374 

" Denotes  Vice-Chairman 

Mickelson,  Gordon  (D) 

20 

Platte 

337-3780 

Munson,  David  R.  (R) 

12 

Sioux  Falls 

336-6987 

Agriculture  & Natural  Resources:  ""Kennedy.  "Porch,  Christian- 

Negstad,  Richard  B.  (R) 

7 

Volga 

8264385 

son.  Cutler,  Hodges,  Hollenbeck,  Mateer,  McNenny,  Negstad, 

Nelson,  Larry  A.  (D) 

17 

Vermillion 

624-9267 

Putnam,  Bartnick,  O’Connor,  Schramm,  Vanderlilnde,  Waltman. 

Nicolay,  Janice  K.  (R) 

14 

Sioux  Falls 

332-6481 

Appropriations:  ""Nicolay.  "Krautschun.  Diedtrich,  Flatt,  Me- 

O’Connor,  Michael  W.  (D) 

16 

Alcester 

253-2838 

Killop,  Means,  Duxbury,  Kocer,  Wiese. 

Olson,  Edwin  W.,  Jr  (R) 

21 

Mitchell 

996-9009 

Commerce:  ""Dean  Anderson.  "Timmer,  Loren  Anderson,  Ken- 

Pederson,  Gordon  R.  (R) 

30 

Wall 

279-2610 

nedy,  Krogman,  Munson,Sears,  Wudel,  Beddow,  Elwood,  Stensland, 

Pilcher,  Patricia  A.  (D) 

11 

Sioux  Falls 

336-1072 

Van  Overschelde,  Viken. 

Porch,  Roger  A.  (R) 

27 

Wanblee 

462-6489 

Education:  ""Ham,  "Weber,  Ingalls,  Kovarik,  Kuhler,  Olson, Porch, 

Putnam,  James  E.  (R) 

18 

Armour 

724-2541 

Schreiber,  Wudel,  Beddow,  Hines,  Schaunaman,  Van  Overschelde. 

Ries,  Thomas  G.  (R) 

4 

Watertown 

886-2176 

Government  Operations  & Audit:  ""Sears,  "Edelen,  Schaunaman. 

Sandness,  William  J.  (R) 

11 

Sioux  Falls 

361-2666 

Health  & Welfare:  "Kuhler,  Ingalls,  Johnson,  Kovarik,  Olson,  Sand- 

Schaunaman,  Craig  D.  (D) 

3 

Aberdeen 

229-1393 

ness,  Shaw,  Wagner,  Gleason,  Hagen,  Pilcher,  Vanderlinde. 

Schramm,  Albert  (D) 

29 

Winner 

842-2515 

Judiciary;  ""Hood,  "Edelen,  Loren  Anderson,  Hagg,  Lammers, 

Schreiber,  Lola  Fae  (R) 

24 

Gettysburg 

258-2103 

Ries,  Schreiber,  Fosheim,  Kane,  Mickelson,  Nelson,  Viken. 

Sears,  John  D.  (R) 

32 

Rapid  City 

342-0236 

Legislative  Procedure;  ""Wood,  "Lammers,  Ham,  Hood,  Duxbury. 

Shaw,  Michael  H.  (R) 

24 

Pierre 

2244079 

Local  Government:  ""Wood,  "Christianson,  Gabriel,  Mateer, 

Stensland,  Linda  L.  (D) 

14 

Sioux  Falls 

3394221 

Negstad,  Ries,  Sandness,  Timmer,  Wagner,  Gleason,  Hagen,  Pilcher, 

Timmer,  John  (R) 

13 

Sioux  Falls 

332-8932 

Schramm. 

Vanderlinde,  Mary  (D) 

15 

Sioux  Falls 

338-6501 

Retirement  Laws:  ""Sears,  "Lammers,  Timmer,  Bartnick,  Hines. 

Van  Overschelde,  Dennis  (D) 

22 

Salem 

425-2050 

State  Affairs:  ""Lammers,  "Munson,  Dean  Anderson,  Edelen, 

Viken,  Linda  Lea  M.  (D) 

33 

Rapid  City 

341-7053 

Hood,  Pederson,  Sears,  Wood,  Fosheim,  Howlett,  Kane,  Nelson. 

Wagner,  Michael  D.  (R) 

9 

Baltic 

529-5682 

Taxation:  ""Gabriel,  "Zabel,  Cutler,  Ham,  Krogman,  McNenny, 

Waltman,  Alfred  (D) 

2 

Aberdeen 

229-0323 

Weber,  Wishard,  Cemy,  Mickelson,  O’Connor,  Waltman. 

Weber,  Robert  R.  (R) 

6 

Strandburg 

676-2471 

Transportaion:  ""Pederson,  "Johnson,  Hagg,  Hodges,  Hollenbeck, 

Wiese,  Andrew  J.  (D) 

10 

Flandreau 

997-3471 

Wishard,  Della  M.  (R) 

35 

Prairie  City 

244-5691 

Putnam,  Shaw,  Wishard,  Zabel,  Cemy,  Elwood,  Howlett,  Stansland. 
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SOUTH  DAKOTA 


Editorial 


Changing  Medical  Attitudes  on 
Exercise 

Robert  E.  Van  Demark,  Sr,  MD,  Editor 

One  of  the  most  colorful  and  interesting  individuals 
I met  on  arriving  in  Sioux  Falls  was  an  elderly 
physician.  He  had  built  up  a large  following  as  a heart 
specialist.  His  knowledge  of  digitalis  and  its  use  was 
up-to-the-minute  for  that  time.  He  was  a great  believer 
in  avoiding  physical  stress  and  avoiding  overtaxing  the 
heart.  His  axium  was  "Never  run  when  you  can  walk, 
never  walk  when  you  can  ride."  Each  fall  after  the  first 
heavy  snowfall  one  to  three  local  people  died  from  a 
heart  attack  when  shoveling  snow.  This  fact  was  always 
discussed  by  him  in  the  doctors’  lounge  to  support  his 


view.  There  never  was  an  argument. 

In  1989,  with  all  the  advances  in  cardiac  physiology, 
pharmacology,  clinical  cardiology,  cardiovascular 
surgery  and  rehabilitation,  there  has  been  a 180  degree 
turnabout  on  exercise.  Exercise  programs,  athletic 
clubs  and  wellness  centers  all  atest  to  this  change. 

As  reported  in  the  New  England  Journal  of 
Medicine,  a study  of  the  Harvard  Alumni  Group 
showed  a significant  reduction  in  death  rate  from  all 
causes  and  specifically  from  cardiovascular  disease,  in 
subjects  up  to  84  years  who  exercised  weekly. 

What  the  effect  of  exercise  has  on  postponing  the  dis- 
abilities of  old  age  remains  to  be  statistically  proven. 
The  old  negative  viewpoint  on  exercise  can  no  longer 
be  supported.  # 


Family  Practice/Intemal  Medicine 
OB/GYN 

Attractive  Opportunities 

in 

Indiana,  Wisconsin,  and  Michigan 

for  BC/BE  physicians 
(many  on  lakes) 

Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  jxjsitions. 

Strelcheck  & Associates,  Inc. 

12724  N.  Maplecrest  Lane 
Mequon,  WI 53092 
1-800-243-4353 


PHYSICIANS  NEEDED 
GEORGIA 

Family  Practice  - Internal  Medicine 
Oncology  - Endocrinology 
Neurosurgery  - Neurology 
General  Surgery  - Orthopedic  Surgery 

Group  practice,  solo,  or  urgent  care  set- 
tings available  through  our  hospital 
network  located  in  Macon  and  serving  all 
of  middle  Georgia.  Your  practice  will  be 
located  80  miles  south  of  Atlanta,  in  a 
growing  family-oriented  community, 
where  you  can  avoid  traffic  and  enjoy  a 
rewarding  professional  career.  Please 
contact:  Stephen  Wofford  at  (912)  741- 
6283,  for  a confidential  consultation  or 
write:  Charter  Northside  Hospital,  PO 
Box  4627,  Macon,  Georgia  31208. 
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It&  time  fora 
foiiiiul  introcfciction 


We  know  that  once  you  meet  the  right  car,  you  won’t  buy  the  wrong  car.  So  here’s  the 
new  Saab  9000S,  a car  that’s  incredibly  right. 

For  openers,  this  elegant  European  sedan  has  4 doors  blended  into  a body  so  flawlessly 
designed  that  it  could  be  called  classic.  A body  so  roomy  that  it  shares  the  EPA  “large” 
category  with  one  other  imported  car:  the  Rolls  Royce  Silver  Spur  limousine. 

The  9000S  also  gives  you  what  every  Saab  gives  you:  A superb  16-valve  Saab  DOHC 
engine.  The  driveability  of  front-wheel  drive.  And  the  security  of  Saab’s  anti-lock  brakes, 
tough  roll-cage  construction,  and  driver’s  airbag  restraint  system. 

Add  Saab’s  72  great  standard  features  (like  heated  front  seats  and  an  80  watt  AM/FM 
stereo/cassette  system).  Then  subtract  thousands  of  dollars  from  the  price  of  a 5-series  BMW. 
And  you’ll  have  the  9000S  4-door. 

If  you  come  to  see  it,  we  think  you’ll  want  to 
take  it  out.  Then,  like  any  good  dating  service, 

we’ll  just  let  nature  take  its  course.  Tlie  most  intelligeiit  ears  ewer  buih. 


impoyj 


“Where  Quality  and  Integrity  Are  A Matter  of  Pride” 

41st  & Duluth  • Sioux  Falls,  SD  • Phone  (605)  336-3655 
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Toxic  Epidermal  Necrolysis:  A Medical 
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ABSTRACT 

As  a third  year  medical  student,  I was  hospitalized  for  approximately  one  month  with  Toxic  Epidermal  Necrolysis 
(TEN).  Consequently,  I have  developed  an  insight  into  the  role  of  patient  as  well  as  that  of  medical  care  giver.  My 
experience  prompted  an  intense  interest  in  this  particular  adverse  drug  reaction  and  research  into  treatment 
recommendations.  Treatment  has  changed  in  recent  years  and  this  resulted  in  significantly  improved  survival. 
Steroids,  once  commonly  used,  are  now  considered  contraindicated. 

Because  of  the  wide  variety  of  medications  which  may  be  associated  with  this  adverse  reaction,  it  is  essential  to 
be  familiar  with  the  clinical  presentation  of  TEN,  as  well  as  the  initial  steps  in  treatment. 


CASE  PRESENTATION 

A 25-year  old  white  female  medical  student 
presented  complaining  of  what  appeared  to  be  a 
severe  adverse  drug  reaction.  For  sixteen  days  she  had 
taken  trimethoprim/sulfamethoxazole,  initially 
prescribed  as  a three  week  regimen  after  an  attempted 
left  ureteral  stone  removal  and  stent  placement.  In  the 
week  prior  to  admission,  she  had  non-specific 
symptoms  consisting  of  fever,  nausea,  headache,  severe 
sore  throat  with  vesicular  lesions  in  the  oral  cavity,  ex- 
treme fatigue  and  progressive  photophobia.  Three 
days  prior  to  admission  there  was  onset  of  intense 
pruritic  conjunctivitis,  treated  with  a sulfa  containing 
preparation  of  eye  drops.  The  day  prior  to  admission, 
there  was  diffuse  flushing  of  the  skin  with  scattered  2-4 
mm  erythematous  macules  with  central  vesicles  which 
covered  her  neck  and  chest.  At  this  point,  she  discon- 
tinued the  trimethoprim/sulfamethoxazole  and  the  eye 
drops.  On  the  morning  of  admission,  the  rash  had 
progressed  to  include  her  face,  adbomen,  back,  cU'ms 
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and  thighs  with  vesicles  becoming  confluent  over  her 
hps,  face  and  oral  cavity.  Because  of  the  oral  lesions, 
she  had  extreme  difficulty  with  swallowing  and  had 
decreased  her  oral  intake  for  several  days  before  ad- 
mission. 

On  physical  exam,  she  appeared  to  be  in  moderate 
discomfort,  with  uncontrollable  shivering  and  obvious 
photophobia.  The  erythematous  rash  was  as  described. 
The  periorbital  region  was  extremely  edematous,  and 
the  hd  margins  were  purulent  and  crusting.  Vesicular 
lesions  covered  the  oropharynx,  buccal  mucosa  and 
tongue.  Vaginal  exam  revealed  similar  vesicular 
lesions. 

Stevens-Johnson  Syndrome  was  suspected.  Im- 
mediate ophthalmologic  consultation  demonstrated 
bullous  corneal  lesions  bilaterally.  The  patient  was  ad- 
mitted to  the  hospital,  fluid  replacement  was  initiated 
and  a regimen  of  1(X)  mg  of  methylprednisolone  each 
morning  was  begun. 

Rapid  progression  of  the  rash  occurred  throughout 
the  day  with  development  of  large  flaccid  bullae.  A 
positive  Nikolsky’s  sign  was  demonstrated.  Skin  biop- 
sy confirmed  the  diagnosis  of  Stevens-Johnson 
Syndrome  (SIS).  Visual  acuity  declined  throughout  the 
day  until  the  patient  was  able  to  discriminate  only  gross 
shapes. 
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On  the  second  day  of  hospitalization,  she  was  trans- 
ferred to  a major  burn  center  because  of  rapid 
progression  of  the  lesions  and  extensive  sloughing  of 
the  skin. 

Upon  admission  to  the  burn  center,  vigorous  fluid 
resuscitation  and  total  parenteral  nutrition  were  in- 
stituted; the  steroids  were  discontinued.  Because  of  the 
extent  of  skin  sloughing  at  this  point  (approximately  50 
percent  of  body  surface  area),  rash  covering  the  rest  of 
the  body  surface,  and  the  continued  progression  of 
sloughing  the  diagnosis  was  changed  to  Toxic  Epider- 
mal Necrolysis  (TEN). 

Symblepharon,  which  developed  between  the  con- 
junctivae,  were  lysed  with  a glass  rod  3-4  times  daily. 
Visual  acuity  continued  to  decline  until  the  patient 
could  only  discriminate  light  from  darkness.  Culture 
from  the  conjunctiva  grew  S.  epidermidis.  Diph- 
theroids, and  Enterobacter.  Erythromycin, 
tobramycin  and  steroid  ointments  were  administered 
topically  to  the  eyes  several  times  daily. 

The  patient  was  taken  to  the  operating  room  for  sur- 
gical debridement  and  placement  of  Biobrane® 
synthetic  grafts  over  both  upper  extremities,  chest, 
back,  neck,  and  face.  Total  skin  loss  following  surgery 
was  estimated  at  65  percent  of  body  surface.  Splints 
were  applied  to  both  upper  extremities  to  minimize 
movement  and  to  facilitate  adhesion  of  the  Biobrane®. 

She  was  given  two  units  of  red  cells  and  five  units  of 
platelets  because  of  the  development  of  anemia 
(hemoglobin  8.5  g/dL)  and  thrombocytopenia  (36,000). 
Lymphocytopenia  was  also  noted  with  lymphocytes 
reported  at  eleven  percent. 

The  patient  also  developed  elevated  alkaline  phos- 
phatase, SCOT,  SGP*T,  and  LDH,  which  reached  then- 
highest  values  on  the  eighth  hospital  day.  BUN  and 
creatinine  remained  normal  throughout  the  hospital 
stay. 

Although  her  temperature  fluctuated  between  39.4° 
C.  and  40.2°  C.  for  approximately  ten  days,  no  focus  of 
infection  was  found.  She  gradually  improved  and  was 
discharged  with  complete  healing  of  the  skin  by  day  25. 
Comphcations  from  conjunctival  scarring  and  dry  eyes 
remain  with  sightly  decreased  visual  acuity. 

DISCUSSION 

The  case  presention  above  was  compiled  from  medi- 
cal records  of  my  own  case.  The  encounter  with  an 
acute,  possibly  life  threatening,  illness  at  this  point  in 
my  life  was  a sobering  experience.  It  caused  me  to  think 
about  the  significant  amd  important  factors  in  my  life, 
including  family  amd  friends  who  were  forced  to  take  a 
back  seat  while  I began  pursuit  of  a career  in  medicine. 

I have  come  to  realize  that  there  must  be  time  for  both; 
if  there  is  not,  it  may  not  be  worth  the  price.  I have  a 
new  and  deeper  appreciation  of  the  swelling  of  love  that 
flowed  between  family  and  friends  that  never  gave  up 


on  me  and  had  faith  that  I would  recover.  My  perspec- 
tive of  medicine  and  the  health  care  system  has 
expanded.  I am  now  better  able  to  feel,  understand, 
and  relate  to  the  patient’s  perspective. 

I have  become  aware  of  the  importance  of  knowing, 
and  of  being  able  to  recognize  the  imcommon  but 
severe  side  effects  of  medications  as  well  as  their  more 
common,  less  dangerous,  reactions.  Toxic  Epidermal 
Necrolysis  is  an  extremely  rare  adverse  drug  reaction 
which  has  been  associated  with  a variety  of  medications. 
It  is  considered  to  be  the  most  severe  drug-induced  skin 
disease.  Most  frequently  implicated  are  the  sul- 
fonamides, anticonvulsants,  non-steroidal 
anti-inflamatory  agents,  and  allopurinol.  Infection, 
particularly  herpetic,  has  also  been  suggested  as  an 
etiologic  factor;  in  many  cases,  no  causative  factor  has 
been  identified.^’'^’^’^*^ 

There  are  several  synonyms  for  the  histological 
description  of  skin  sloughing  eilong  the  dermoepider- 
mal  junction.  It  is  variously  known  as  TEN, 
Stevens-Johnson  Syndrome  (SJS),  Erythema  Multi- 
forme major.  Erythema  Multiforme  Exudativum,  and 
LyeU’s  Disease.  Some  workers  distinguish  between 
TEN  and  SJS  feeling  that  they  are  unrelated,  other 
groups  consider  TEN  to  be  an  extension  of  SJS.  Fea- 
tures of  TEN  that  suggest  it  is  a distinct  process  include 
the  explosive  onset  of  extensive  bullae  formation,  fre- 
quent absence  of  a target  lesion,  cutaneous  tenderness, 
necrosis  of  the  epidermis  without  dermal  infiltrates  and 
the  rarity  of  immune  complex  deposits.  The  definitions 
aic  further  based  on  the  extent  of  body  surface  area 
(BSA)  denuded.  Less  that  10  percent  BSA  involve- 
ment is  considered  to  be  SJS,  while  meater  than  10 
percent  BSA  is  consistent  with  TEN.^’ 

The  pathogenesis  of  Toxic  Epidermal  Necrolysis  is 
unknown.  Most  investigators  believe  that  it  is  an  im- 
munologically  mediated  hypersensitivity.  Evidence 
supporting  this  is  the  reported  association  between 
TEN  and  graft  versus  host  disease,  the  sicca  syndromes 
which  occur  as  complications  in  TEN,  and  the  drug  de- 
pendent anti-epidermal  antibodies  discovered  in  some 
patients.  Others  support  the  theory  that  TEN  results 
from  toxic  drug  metabolites  formed  in  the  skin.  In  sup- 
port of  this  latter  theory  is  the  virtual  absence  of 
inflammatory  cells  in  relation  to  the  extensive  slough- 
ing of  epidermis.  Further  evidence  is  the  absence  of 
immune  process  reaction  in  other  organ  systems."^ 
Research  has  also  suggested  a genetic  susceptibility  to 
TEN.  A significant  increase  in  HLA-B12,  A29,  and 
DR7  has  been  found  present  in  patients  with  TEN 
secondary  to  sulfonamides.  There  may  be  an  associa- 
tion between  the  presence  of  these  genes  and  abnormal 
metabolism  of  the  drug.^® 

The  incidence  of  TEN  is  unknown,  it  is  most  com- 
monly seen  before  the  third  decade  of  life,  and  it  is  more 
common  in  males  than  in  females.^  The  mortality  rate 
as  reported  in  the  literature  ranges  from  25  percent  to 
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80  percent  and  is  greatly  influenced  by  the  treatment 
protocol  applied. 

Prodromal  symptoms  suggestive  of  an  upper 
respiratory  tract  infection  and  consisting  of  fatigue, 
fever,  headache,  and  sore  throat  are  generally  present 
one  to  two  weeks  before  the  onset  of  skin  lesions. 
Around  two  days  before  cutaneous  lesions  appear,  the 
patient  may  experience  stomatitis  with  vesicular 
lesions,  and  a severe  conjunctivitis.  From  personal  ex- 
perience, it  is  important  to  appreciate  the  severity  of 
the  oral  lesions  and  the  sore  throat.  Because  of  discom- 
fort, the  patient  may  have  unconsciously  limited  oral 
intake  for  several  days  prior  to  clinical  presentation. 
This  is  an  important  point  because  the  patient  may  al- 
ready be  dehydrated  before  the  extensive  fluid  loss 
associated  with  the  lesions  of  TEN  ever  begins.  Fluid 
management  is  crucial  to  the  treatment  of  these 
patients,  if  they  are  to  survive. 

The  individual  may  develop  the  characteristic  target 
lesion  of  SJS,  and  then  progress  to  extensive  denuda- 
tion of  skin  considered  to  be  TEN,  or,  as  mentioned 
earlier,  there  may  be  no  target  lesion.  The  rash  may 
begin  as  a diffuse  red  flushing  of  the  skin  progressing 
to  small  erythematous  macules  with  central  vesicles. 
These  eventually  coalesce  to  form  multiple  bullae.  This 
progression  can  be  extremely  rapid,  with  near  complete 
involvement  of  the  body  surface  by  large  flaccid  bullae 
within  24  hours.  The  damage  to  the  skin  is  equivalent 
to  a second  degree  burn  with  sloughing  of  the  entire 
thickness  of  epidermis.  This  is  an  important  feature 
differentiating  between  TEN  and  Staphylococcal 
Scalded  Skin  Syndrome  (SSSS)  which  can  present  in  a 
similar  fashion.  In  SSSS  the  split  is  within  the  epider- 
mis, thus  there  are  minimal  complications  with  fluid 
imbalance  and  infection.  There  is  also  greatly  ac- 
celerated reepithelization  and  hence  shortened 
hospital  stay  with  SSSS.  Differentiation  between  the 
two  entities  is  by  skin  biopsy,  and  is  essential  in  deter- 
mining the  appropriate  treatment. 


Figure  1 

Typical  extensive  oral  lesions  seen  in  toxic  epidermal 
necrolysis. 


A positive  Nikolsky’s  sign  is  considered  to  be  almost 
pathognomonic  of  TEN.  Pressure  applied  to  the  bul- 
lae causes  the  adjacent  epidermis  to  easily  separate 
from  the  dermis.  Bullae  may  also  be  seen  to  dissect 
along  the  skin  planes  with  movement  of  the  patient. 

Severe  involvement  of  mucous  membranes  is  seen  in 
virtually  all  patients  with  TEN.  (Figure  1)  In  order  of 
frequency,  the  most  common  surfaces  involved  are  the 
lips,  buccal  mucosa,  tongue,  conjunctiva,  urethral 
meatus,  vagina  and  anus.^^  Esophageal  ulcerations 
may  occur,  with  dysphagia  as  the  predominant 
symptom.  Esophageal  stricture  has  been  reported  as  a 
long  term  effect,  but  most  patients  have  no  residual 
esophageal  complications.  The  severity  of  esophagus 
involvement  parallels  the  severity  of  the  skin  lesions.^ ^ 
Any  area  of  stratified  squamous  epithelium  may  be  in- 
volved in  the  massive  slough  seen  with  TEN.  Intestinal 
ulcerations  have  also  been  reported.  Symptoms  are 
similar  to  inflammatory  bowel  disease  with  secretory 
diarrhea.^^ 


Figure  2 

Symblepharon  formation  between  conjunctival  surfaces. 


The  incidence  of  ocular  complications  in  TEN  is 
from  50  percent  to  100  percent.”  Purulent  con- 
junctivitis is  most  frequent.  The  eyelids  are  often 
edematous  to  such  an  extent  that  it  is  difficult  to  keep 
the  eyes  open.  The  lid  margins  become  crusted  and  ul- 
cerated with  severe  pain  and  photophobia.  Punctate 
corneal  lesions,  observed  by  fluorescein  staining  and 
slit-lamp  examination  are  also  seen  in  some  patients. 
Symblepharon,  which  arc  adhesions  between  the  con- 
junctivae,  form  and  unless  promptly  treated  may  result 
in  immobilization  of  the  eye  with  fusion  of  the  lids  to 
the  globe.  (Figure  2)  The  goblet  cells  of  the  conjunctiva 
which  are  responsible  for  the  normal  spreading  of  tears 
over  the  cornea  may  be  permanently  destroyed.  The 
lacrimal  duct  may  become  obliterated  by  scar  forma- 
tion with  decreased  tear  production  as  measured  by  the 
Schirmer’s  test.  Revascularization  and  epithelial 
proliferation  of  the  cornea  may  lead  to  decreased  visual 
acuity.  Opacification  has  been  reported  in  some 
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patients  whose  corneas  were  clear  at  recovery.  This  has 
led  to  the  suggestion  that  revascularization  is  secondary 
to  prolonged  dryness.^  Irritation  of  the  cornea  may  be 
aggravated  by  an  entropion  of  the  lower  eyelid  caused 
by  scar  tissue  on  the  inner  surface  of  the  hd  (entropion 
cicatricial).  Irreversible  blindness  can  occur  with  a 
reported  incidence  of  6 percent  to  10  percent.^ 
Decreased  visual  acuity  occurs  in  5 percent  to  9 percent 
of  patients  secondary  to  the  processes  described 
above.^ 

Pancytopenia  may  occur  in  severe  cases.  The 
leukopenia  is  associated  with  a high  rate  of  bacterial  in- 
fection, the  major  cause  of  mortaUty.  The  etiology  is 
uncertain,  but  it  is  hypothesized  that  either  toxins,  or 
immune  complexes  may  cause  bone  marrow  suppres- 
sion.^ 

Elevated  liver  function  tests,  BUN  cmd  creatinine  are 
seen  in  TEN.  The  mechanism  of  these  abnormalities  is 
also  unknown.  Poor  prognosis  is  correlated  with  older 
age,  extensive  skin  sloughing,  idiopathic  onset,  elevated 
BUN  and  creatinine,  neutropenia,  lymphopenia  and 
thrombocytopenia.* 

The  diagnosis  of  TEN/S JS  must  be  established  by 
skin  biopsy  of  one  of  the  lesions.  Due  to  the  similarity 
between  TEN  and  second  degree  burns,  and  the  poten- 
tial for  rapid  progression  of  TEN,  patients  should  be 
transferred  to  a burn  center  as  early  as  possible.  Long 
term  morbidity  and  mortcility  are  greatly  reduced  by 
this  action.  When  the  diagnosis  has  been  made,  reverse 
isolation  should  be  implemented  to  reduce  chance  of 
infection. 

Until  recently,  steroids  had  been  used  in  the  treat- 
ment of  TEN  to  reduce  inflammation  and  abort  the 
extension  of  necrolysis.  Recent  work  recommends 
avoidance  of  steroids  in  the  management  of  these 
patients.^’^’^’^  There  is  absence  of  dermal  inflam- 
matory infiltrate  in  TEN  and  most  of  its  complications 
are  infectious  in  nature,  which  do  not  support  the  in- 
stitution of  immunosupression.  Occasionally  TEN  has 
actually  begun  in  patients  already  receiving  high  dose 
corticosteroids  for  other  reasons.  The  use  of  steroids 
has  not  been  shown  to  stop  the  progression  of 
necrolysis.  Halebian  and  co-workers  reported  that 
mortality  was  reduced  from  67  percent  to  as  low  as  34 
percent  in  patients  managed  without  steroids.^  Infec- 
tious complications  are  more  frequent  and  serious  in 
patients  on  a steroid  regimen.  Infections  in  those 
managed  without  steroids  were  most  commonly  due  to 
S.  aureus  while  an  overwhelming  incidence  of  gram 
negative  sepsis  occurred  in  persons  receiving  steroids.^ 

Two  literature  searches  have  yielded  no  randomized 
double-blind  trial  comparing  steroid  versus  non- 
steroid treatment  of  TEN/SJS.  Probably  no  such  trial 
will  be  undertaken,  given  the  accumulating  evidence 
that  steroids  significantly  increases  mortality.  Current 
recommendations  from  burn  centers  in  the  U.S.  and  at 
Creteil,  France  (a  major  European  referral  center  for 


TEN/SJS)  are  to  withhold  steroids  and  transfer  to  a 
burn  center  as  early  as  possible. 


Figure  3 

Patient  in  the  OR  before  debridement  and  graft  placement. 
Extensive  skin  sloughing  present.  Note  intact  bulla  on  right 
Internal  thorax. 

Following  admission  to  an  appropriate  treatment 
facility,  steps  are  taken  to  protect  the  underlying  der- 
mis with  one  of  various  types  of  grafts,  the  purpose 
being  threefold:  to  reduce  fluid  loss,  to  decrease  the  risk 
of  infection  and  to  reduce  pain.  The  patient  is  taken  to 
the  operating  room  for  debridement  and  all  loose  skin 
and  blisters  are  removed.  (Figure  3)  Any  areas  with 
lesions  or  with  Nikolsky’s  sign  are  rubbed  to  remove 
epithelium  in  the  early  stages  of  sloughing.  Cadaver  al- 
lograft or  porcine  xenograft  material  may  be  used  to 
cover  exposed  areas  of  dermis;  the  grafts  are  stapled 
into  place.  A synthetic  graft,  called  Biobrane®,  com- 
posed of  a collagen  mat  with  silastic  cover,  is  also 
effective  and  is  also  stapled  in  place.  (Figure  4)  If  the 
dermis  is  carefully  protected  reepithelization  should  be 
complete  within  14  days  unless  infection  intervenes.^ 

Fluid  resuscitation  is  of  paramount  importance.  It  is 
stated  in  the  literature  that  fluid  loss  is  not  as  severe  in 
patients  with  TEN  as  in  patients  with  thermal  burns. 
However  from  my  own  experience,  I feel  the  severity  of 
fluid  loss  in  some  situations  may  be  underestimated. 
Dehydration,  secondary  to  oral  lesions,  may  have  begun 
several  days  to  a week  prior  to  the  cutaneous  manifes- 
tations. Prompt  transfer  to  a burn  center  will  hasten 
graft  placement  which  will  minimize  further  fluid  loss. 

Prophylactic  antibiotics  are  not  recommended  since 
they  may  lead  to  resistant  strains.^  When  antibiotics  are 
used,  they  are  directed  toward  specific  organisms. 

Eye  care  should  be  started  immediately  and  may  be 
necessary  on  an  hourly  basis.  Symblepharon  are  lysed 
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Figure  4 


Placement  of  Biobrane®  synthetic  graft  in  the  operating 

room. 

by  sweeping  the  fornices  with  a glziss  rod  three  to  fom 
times  d^y.  If  indicated,  antibiotic  eye  drops  are  used 
from  10  to  24  times  daily.^  Ocular  lubricants  are  also 
used  to  minimize  the  complication  of  dry  eyes/ 

Continuous  and  adequate  pain  control  is  an  essen- 
tial factor  which  will  enable  the  patient  to  tolerate  the 
tedious  regimen  of  burn  care.  A scheduled  regimen  of 
pain  medication  is  suggested.  In  my  own  situation,  be- 
cause of  the  clouded  consciousness  experienced  with 
severe  pain  and  illness,  proper  pain  control  was  not  ob- 
tained when  it  was  given  PRN  and  thus  dependent  on 
my  request.  When  medication  was  ordered  on  an  hour- 
ly basis,  I could  better  tolerate  the  pain,  was  more 
relaxed  and  was  able  to  be  more  cooperative  with  the 
treatment  regimen. 

CONCLUSION 

Although  Toxic  Epidermal  Necrolysis  is  extremely 
rare,  all  physicians  who  prescribe  medications  should 
be  aware  of  its  existence.  While  the  definitive  treat- 
ment of  the  patient  with  TEN  should  take  place  in  an 
established  referred  center,  the  primary  care  physician 
is  responsible  for  the  initied  steps  in  diagnosis  and  treat- 
ment as  follows: 


1.  A reasonable  level  of  suspicion. 

2.  Prompt  and  accurate  diag:nosis  through  established 
means  (biopsy). 

3.  Immediate  institution  of  reverse  isolation. 

4.  Begin  appropriate  fluid  replacement. 

5.  Initial  ophthalmologic  evaluation. 

6.  Withhold  steroids. 

7.  Transfer  to  bum  center. 

These  basic  steps  will  provide  reasonable  assurance 
of  reduced  morbidity  and  mortality  for  victims  of  this 
uncommon  adverse  drug  reaction. 
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Happy  Thanksgiving 
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News 


Karen  Pekas,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


j\  s I sit  at  my  kitchen  desk  on  this  absolutely  gor- 
-^^^-geous  fall  day  and  reflect  on  my  recent  attendance 
at  the  Leadership  Confluence  for  the  AMA  Auxiliary 
state  presidents  and  district  president-elects,  warm 
feelings  envelope  me.  Our  South  Dakota  delegation 
consisted  of  Connie  Larson  (Mrs.  Paul)  and  me. 
Connie  will  be  president  of  District  2 (Watertown)  next 
year,  and  her  enthusiasm  and  hard  work  over  that  three 
day  meeting  again  strengthens  in  my  mind  the  fact  that 
sending  our  leaders  to  learn  from  experts,  experience 
the  friendships,  and  network  with  other  auxilians  is 
most  important. 

How  frustrating  to  be  at  the  Drake  Hotel  right  on 
Michigan  Avenue  and  virtually  have  no  time  to  shop! 
But  that  is  not  why  the  three  hundred  participants  as- 
sembled. For  nearly  fifteen  years,  state,  district,  and 
auxiliary  leaders  from  across  the  country  have  taken 
part  in  the  Leadership  Confluence  experience.  Over 
3,700  district  president-elects,  the  heart  of  our 
auxiliary,  have  learned  from  various  experts  and  from 
auxiliary  members  how  to  conduct  successful  programs 
and  projects  and  how  to  be  more  effective  auxiliary 
leaders.  Participants  have  also  enjoyed  meeting  and 
networking  with  other  state  and  district  leaders  and 
have  had  the  opportunity  to  view  the  publications  and 
audiovisuals  available  to  them  from  the  AMA 
Auxiliary. 


Each  state  displayed  some  project,  and  this  year  we 
had  our  Centennial  Health  Booklet  displayed  along 
with  the  information  each  state  could  use  to  pursue  a 
similar  project.  This  book  was  a great  public  relations 
effort  with  a brief  history  of  the  South  Dakota  State 
Medical  Association  and  Auxiliary  inserted  in  the  cen- 
ter of  the  book.  Several  other  states  expressed  interest 
in  this  project  for  their  own  states. 

Over  the  three  days  we  attended  sessions  dealing 
with  effective  programming  for  meetings  and  building 
membership.  Our  membership  is  changing  with  the 
times,  and  as  auxilians  fit  no  specific  mold,  we  learned 
that  we  must  target  our  membership  with  timely,  well- 
planned,  and  informative  meetings.  A panel  of 
auxilians  consisting  of  male  physician  spouses,  resident 
physician  spouses,  medical  student  spouses,  young 
physician  spouses,  and  career-oriented  spouses  dis- 
cussed ways  to  reach  each  segment  of  potential 
membership.  Some  support  us  only  financially  by 
paying  their  dues,  and  we  are  most  appreciative  of  all 
levels  of  involvement.  Encourage  your  spouse  to  join 
the  auxiliary. 

A favorite  topic  for  all  of  us  each  year  is  a report  of 
some  state  association  and  auxiliary  who  together  plan 
a project  and  support  it.  This  year  we  heard  from  the 
Texas  Medical  Society  and  Auxiliary.  During  their 
recent  legislative  session,  they  sponsored  a health  fair 
for  the  state  legislators  right  in  the  rotunda  of  the  state 
capitol  building.  Physicians  in  white  coats  and  their 
spouses,  under  a huge  banner  that  said  "Texas 
Medicine  Cares!",  spent  one  day  visiting  their  legis- 
lators, hosting  them  to  a luncheon,  and  at  the  same  time 
provided  health  screenings  for  all  interested.  It  was  a 
huge  success  and  received  press  both  in  the  newspapers 
and  on  television!  When  the  day  was  over,  they  felt  that 
the  legislators  really  knew  that  "Texas  Medicine  Cares!" 

As  you  can  probably  tell,  confluence  was  a wonder- 
fully exciting  and  stimulating  experience  for  us.  We 
covered  many  other  areas,  and  in  the  next  few  months, 
other  topics  will  be  reviewed. 

Since  this  is  the  month  of  Thanksgiving,  we  do  give 
thanks  for  all  of  the  dedicated  physicians  in  South 
Dakota.  Please  know  that  during  this  month  and  all 
through  the  year,  we  say  thank  you  for  your  calling  to 
the  medical  profession  and  most  importantly  that  you 
chose  South  Dakota  to  be  your  home!  # 
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FAMILY  PHYSICIANS  NEEDED 

Thirteen  (13)  positions  available 
for  Family  Physicians  at  clinics 
located  in  Minneapolis, 
Minnesota;  Princeton,  Minnesota; 
and  Des  Moines,  Iowa.  The  types 
of  opportunities  include  multi- 
specialty, single  specialty  and 
urgent  care.  Please  contact: 

Scott  M.  Lindblom 
Physician  Recruiter 
Fairview  Clinic  Services 
600  West  98th  Street,  Suite  390 
Bloomington,  MN  55420 
or  call:  (612)  885-6225 
or  toll  free  1-800-842-6469. 


EMERGENCY  CARE  ILLINOIS 

Dual  community  emergency  care 
physician  opportunity.  Looking  for  either 
an  Emergency  Care,  Family  Practice, 
General  Surgeon  or  Internal  Medicine 
physician  to  work  alternately  in  two 
facilities,  six  hours  a day,  six  days  a week. 
Position  secured  by  a guarantee  of  a first 
year’s  annual  salary.  Other  support  in- 
cludes malpractice  insurance,  developed 
practice  base,  family  health  insurance  and 
three  weeks  paid  vacation.  No  financial 
investments  required  and  ownership  of 
practice  opportunities  are  available. 
Contact: 

Joy  Brother 
The  Logan  Group,  Inc. 

555  N.  New  Balias,  Suite  195 
Saint  Louis,  MO  63141 
(314)  997-7251 


GENERAL  INTERNIST 
BLACK  HILLS  OF  SOUTH  DAKOTA 

Multi-specialty  group  located  in  the 
highly  desirable  Black  Hills  of  South 
Dakota.  Outstanding  opportunity  to 
assume  an  established  practice  with  a 
progressive  group  in  an  area  experiencing 
substantial  economic  growth.  Attractive 
compensation  package  including  paid 
professional  liability  insurance.  New 
modern  clinic  facility  located  adjacent  to 
accredited  acute  care  hospital.  Direct 
inquiries  to: 

Darrel  Riddle,  Administrator 
Black  Hills  Medical  Center,  PC 
71  Charles  Street 
Deadwood,  SD  57732 


Fort  Meade,  South  Dakota 

Immediate  opportunity  for  Board 
Certified  or  Board  Eligible 
Internist  or  Family  Practice 
physician  in  the  Ambulatory  Care 
Section  of  a Veterans  Administra- 
tion Medical  Center.  Excellent 
benefits  package.  Contact  or  send 
CV  to: 

Dr.  Jerde,  Chief 
Ambulatory  Care 
VA  Medical  Center 
Fort  Meade,  SD  57741 
Phone:  (605)  347-2511,  ext.  435 

An  equal  opportunity  employer 


22 


SOUTH  DAKOTA 


The  Board  of  Trustees  for  Rapid  City  Regional 
Hospital  and  Black  Hills  Rehabilitation  Hospital 
elected  four  new  members  to  the  Board  and  elected  new 
officers  for  the  1989-90  fiscal  year  at  their  annual 
meeting.  Ronald  Drummond,  MD  and  Charles  Hart, 
MD  are  among  the  newest  members  of  the  14-member 
Board.  Larry  Ebbert,  MD  was  re-elected  as  Secretary 
and  also  re-elected  to  serve  on  the  Board  for  another 
three  years.  Other  physician  members  of  the  Board 
include  Allan  Dewald,  MD  and  Myron  Jerde,  MD 


John  S.  Devick,  MD,  Sioux  Falls,  died  August  27.  He 
was  born  in  Colton  on  November  30,  1919.  He 
graduated  from  Colton  High  School  in  1937  and  from 
Augustana  College  in  1942.  From  1942  to  1944,  he 
served  in  the  Army  as  a second  lieutenant  in  the 
Medical  Administration  Corp. 

In  1949,  Dr.  Devick  married  Eileen  Lorange  at 
Sioux  Falls.  He  received  his  medical  degree  in  1950, 
from  Marquette  University  School  of  Medicine,  Mil- 
waukee, and  interned  at  Anchor  Hospital  in  St.  Paul. 
He  then  began  his  medical  practice  in  Colton  in  1951, 
where  he  practiced  for  37 1/2  years  until  his  retirement 
in  1988. 

He  was  a staff  member  of  both  Sioux  Valley  and 
McKennan  Hospitals;  assistant  clinical  professor  of 
medicine  at  USD  School  of  Medicine;  member  and 
charter  fellow  of  the  American  Academy  of  Family 
Physicians;  past  president  of  South  Dakota  Chapter 
of  Family  Physicians  and  the  Seventh  District  Medi- 
cal Society.  He  was  also  a member  of  the  South 
Dakota  State  Medical  Association  and  the  AMA. 

Dr.  Devick  was  very  active  in  the  American  Can- 
cer Society,  where  he  served  as  president  of  the  Min- 
nehaha County  unit.  He  was  a member  of  the  Board 
of  Directors  of  the  South  Dakota  Division  of  the 
American  Cancer  Society;  president  of  the  Board  for 
two  terms  and  served  as  a national  delegate  for  two 
years  for  the  National  Service  and  Rehabilitation 
Committee.  He  received  the  American  Cancer 
Society  Annual  National  Divisional  award  in  1984. 
He  participated  in  many  civic  and  church  activities 
and  served  on  many  committees. 

He  was  preceded  in  death  by  his  wife.  Survivors 
include  one  son,  John,  Canton;  Four  daughters,  Mrs. 
Sherwood  (Kristi)  Devick-Beck  and  Mrs.  Greg 
(Karen)  Schultz,  both  of  Sioux  Falls;  Mrs.  Roger 
(Kari)  Olsen,  Sequim,  Wash.;  and  Mrs.  James 
(Sonja)  Odland,  Bio  omington,  Minn.;  12 
grandchildren,  two  brothers  and  four  sisters. 


Dr.  James  Jones  has  moved  his  obstetrics  and 
gynecology  practice  from  Sioux  Falls  to  Watertown. 
Jones  Obstetrics  and  Gynecology  Clinic  will  be  located 
in  the  Medical  Arts  Building.  A Native  of  Yankton,  Dr. 
Jones  received  his  medical  degree  in  1982,  from  the 
USD  School  of  Medicine  and  completed  his  OB/Gyn 
residency  in  1986.  He  is  board  certified  by  the 
American  Board  of  Obstetrics  and  Gynecology.  He 
and  his  wife,  Susan,  have  a one-year  old  daughter. 
Abbey. 

4:  * * * 4: 

Michael  Coyle,  MD,  Milbank,  has  passed  the 
certification  exams  entitling  him  to  be  a board  certified 
pediatrician  and  a diplomat  of  the  American  Academy 
of  Pediatrics. 

:f;  4:  ^ ^ 9f: 

Dr.  Joel  B.  Huber  was  recently  installed  as  president  of 
the  South  Dakota  Academy  of  Family  Physicians  at  the 
annual  Black  Hills  Summer  Seminar  in  Rapid  City. 

:fc  :C  :|:  4: 


Elven  T.  Plowman,  MD,  Brookings,  died  recently. 
He  was  born  in  1904,  in  Jewell,  Kansas.  He  received 
his  medical  degree  in  1930,  from  Iowa  State  Univer- 
sity Medical  School,  and  completed  an  internship  at 
Mercy  Hospital,  Des  Moines.  He  married  Mary 
Miller,  in  Conway,  Iowa. 

He  practiced  medicine  in  Morning  Sun,  Iowa  and 
in  1936,  moved  to  Marble,  Minnesota  to  practice 
medicine.  In  1946,  he  moved  his  family  to  Brookings. 
He  completed  an  anesthesiology  residency  at  the 
University  of  Minnesota  in  1950  and  worked  as  an 
anesthesiologist  in  Brookings  from  1951  until  retiring 
in  1974.  His  wife  died  in  1960. 

He  married  Bernice  Gravdal  in  September  1960, 
in  Brookings. 

Dr.  Plowman  was  a member  of  the  First  United 
Methodist  Church,  AMA,  South  Dakota  State  Medi- 
cal Association,  Brookings-Madison  District  Medi- 
cal Society,  Minnesota  Association  of  Anes- 
thesiologists, Methodist  Men’s  Club  and  past 
Kiwanian.  He  was  a member  of  the  Quarterback 
Club  and  Jack  Rabbit  Century  Club. 

Survivors  include  his  wife;  a son.  Jack,  Marble, 
Minn.;  two  daughters:  the  Rev.  Marilyn  Haney,  Bel- 
mond,  Iowa;  and  Mrs.  Jerry  (Janis)  Kwasniewski, 
Webster,  Minn.;  eight  grandchildren;  four  great- 
grandchildren; and  two  brothers. 
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Family  Physician 

Established  4-man  family 
physician  group  seeking  a board 
certified  or  board  eligible  family 
physician  to  replace  retired 
physician.  Thriving  community 
has  up-to-date  hospital  with  excel- 
lent specialty  backup  through 
networking.  Guaranteed 
salary/benefits.  Excellent  town  to 
raise  a family. 

Joel  B.  Huber,  MD 
Medical  Director 
Family  Physicians  and  Surgeons 
Redfield,  SD  57469 
(605)  472-0510 


ORTHOPEDIC  SURGEON 

Multi-specialty  group  located  in  the 
highly  desirable  Black  Hills  of  South 
Dakota.  New  modern  clinic  facility 
located  adjacent  to  accredited  acute  care 
hospital.  Attractive  compensation  pack- 
age including  paid  professional  liability 
insurance.  Outstanding  opportunity  to 
assume  an  established  orthopedic 
practice  with  a progressive  group  in  an 
area  experiencing  substantial  economic 
growth.  Direct  inquiries  to: 

D.  Riddle,  Administrator 
Black  Hills  Medical  Center,  PC 
71  Charles  Street 
Deadwood,  SD  57732 
(605)  578-2364 


SOUTHERN  ILLINOIS 

Family  Practice  Physician.  Posi- 
tion affiliated  with  53-bed  hospital 
and  secured  by  a guaranteed  first 
year’s  annual  salary  of  $90,000.00. 
Other  support  includes  malprac- 
tice insurance,  office  space, 
equipment  and  the  personnel  re- 
quired. No  financial  investments 
required  and  ownership  of  practice 
or  group  practice  opportunities  are 
available.  Contact: 

Joy  Brother 
The  Logan  Group,  Inc. 

555  N.  New  Balias,  Suite  195 
Saint  Louis,  Missouri  63141 
(314)  997-7251 


INTERNAL  MEDICINE 
PHYSICIANS  NEEDED 

Six  Internal  Medicine  positions 
available  in  Minneapolis, 
Minnesota.  Opportunities  include 
multi-specialty  and  single  special- 
ty groups.  Please  contact: 

Scott  M.  Lindblom 
Physician  Recruiter 
Fairview  Clinic  Services 
600  West  98th  Street,  Suite  390 
Bloomington,  MN  55420 
or  call:  (612)  885-6225 
or  toll  free  1-800-842-6469 
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Family  Practice  - 
Hospital  Sponsored  Clinic 
Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is  seeking 
TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The 
administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed 
clinic.  The  hospital  has  committed  to  an 
income  and  benefit  package  which  is 
significantly  higher  than  similar 
opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan 
reduction/forgiveness  program.  All 
relocation  costs  will  be  borne  by  the  hospital. 
Please  contact: 

Dan  McCormick,  President 
Allen  McCormick 
France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 


SURGEON 

OPPORTUNITY 

Immediate  opening  for  General  Surgeon 
in  Rural  Nebraska,  Board  Certified  or 
Board  Eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great 
Hunting  and  Fishing. 

Contact: 

Wallace  & Panzer,  MD,  PC 
807  North  Ash 
Gordon,  Nebraska  69343 


Most 
patients 
need 
only  one. 


Microburst 

Release 

System’ 

Sustained  Release 
Tablets 


K-IUI120 

(potassium  chloride)  20mEq 

A daily  prophylactic  dose 
in  a single  tablet. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


Pharmaceuticals,  Inc. 
#1*##..  Kenilworth.  NJ  07033 
World  leader  in  drug  delivery  systems. 


Copyright  © 1987,  Key  Pharmaceuticals,  Inc.,  Kenilworth.  NJ  07033. 
All  rights  reserved.  KD-2055/14238603H  8/87 
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Kl^  ■ ■ I Microburst 

(Potassium  Chloride)  USP 
Extended  Release  Tablets 

INDICATIONS  AND  USAGE  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND  BLEEDING  WITH 
CONTROLLED  RELEASE  PiJTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE 
PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVESCENT  POTASSIUM  PREPARATIONS  OR  FOR 
PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 ,  For  the  treatment  of  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  In  digitalis  Intoxication  and  In  pa- 
tients with  hypokalemic  familial  periodic  paralysis  It  hypokalemia  is  the  result  of  diuretic  therapy,  consideration  should  be 
given  to  the  use  of  a lower  dose  of  diuretic,  which  may  be  sutticieni  without  leading  to  hypokalemia. 

2 For  the  prevention  of  hypokalemia  in  patients  who  would  be  at  particular  risk  it  hypokalemia  were  to  develop,  e.g. , 
digitalized  patients  or  patients  with  significant  cardiac  arrhythmias. 

The  use  of  potassium  salts  In  patients  receiving  diuretics  for  uncomplicated  essential  hypertension  is  often  unnecessary 
when  such  patients  have  a normal  dietary  pattern  and  when  low  doses  of  the  diuretic  are  used.  Serum  potassium  should  be 
checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potassium-containing  foods  may  be 
adequate  to  control  milder  cases.  In  more  severe  cases,  and  if  dose  adjustment  of  the  diuretic  is  ineffective  or  unwarranted, 
supplementation  with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia  since  a further  increase  in 
serum  potassium  concentration  in  such  patients  can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  fol- 
lowing conditions:  Chronic  renal  failure,  systemic  acidosis  such  as  diabetic  acidosis,  acute  deh^ration,  extensive  tissue 
breakdown  as  in  severe  burns,  adrenal  insufficiency,  or  the  administration  of  a potassium-spanng  diuretic  (e.g.,  spironolac- 
tone, triamterene,  amiloride)  (see  OVERDOSAGE) 

Controlled  release  formulations  of  potassium  chlonde  have  produced  esophageal  ulceration  in  certain  cardiac  pabents 
with  esophageal  compression  due  to  enlarged  left  atrium.  Potassium  supplementation,  when  indicated  in  such  patients, 
should  be  given  as  a liquid  preparabon  or  as  an  aqueous  (water)  suspension  of  K-DUR  (see  PRECAUTIONS:  Infomiallon  for 
Patients,  and  DOSAGE  AND  ADMINISTRATION  sections). 

All  solid  dosage  torms  of  potassium  chloride  are  contraindicated  in  any  pabent  in  whom  there  is  structural,  pathological 
(e.g  , , diabetic  gastroparesis)  or  pharmacologic  (use  of  anticholinergic  agents  or  other  agents  with  anticholinergic  properties  at 
sufficient  doses  to  exert  anticholinergic  effects)  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract 
WARNINGS  Hyperkalemia  (see  OVERDOSAGE)-ln  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration ol  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  commonly  in  pabents  given 
potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal  hyperkalemia  can 
develop  rapidly  and  be  asymptomatic.  The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condi- 
tion which  impairs  potassium  excrebon.  requires  parbcularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  concomitant  administrabon  of 
potassium  salts  and  a potassium-spanng  diurebc  (e.g..  spironolactone,  triamterene  or  amiloride)  since  the  simultaneous  ad- 
ministration of  these  agents  can  produce  severe  hyperkalemia. 

Interaction  with  Angiotensin  Converting  Enzyme  Inhibitors-Angiotensin  converting  enzyme  (ACE)  inhibitors  (e  g.,  cap- 
topril,  enalapril)  will  produce  some  potassium  retention  by  inhibiting  aldosterone  production.  Potassium  supplements  should 
be  given  to  pabents  receiving  ACE  inhibitors  only  with  close  monitoring. 

Gastrointestinal  Lesions-Solid  oral  dosage  forms  of  potassium  chloride  can  produce  ulcerative  and/or  stenotic  lesions 
of  the  gastrointestinal  tract.  Based  on  spontaneous  adverse  reaction  reports,  enteric  coated  preparations  of  potassium  chlo- 
ride are  associated  with  an  increased  frequency  of  small  bowel  lesions  (40-50  per  100,000  patient  years)  compared  to  sus- 
tained release  wax  matrix  formulations  (less  than  one  per  100,000  patient  years).  Because  of  the  lack  of  extensive  marketing 
experience  with  microencapsulated  products,  a companson  between  such  products  and  wax  matnx  or  enteric  coated 
products  IS  not  available.  K-DUR  is  a tablet  formulated  to  provide  a controlled  rate  of  release  ol  microencapsulated  potassi- 
um chlonde  and  thus  to  minimize  the  possibility  of  a high  local  concentrabon  ot  potassium  near  the  gastrointesbnal  wall 
Prospective  tnals  have  been  conducted  in  normal  human  volunteers  in  which  the  upper  gastrointesbnal  tract  was  evaluat- 
ed by  endoscopic  inspection  before  and  after  one  week  of  solid  oral  potassium  chloride  therapy.  The  ability  of  this  model  to 
predict  events  occurring  in  usual  clinical  practice  is  unknown.  Trials  which  approximated  usual  clinical  practice  did  not  reveal 
any  clear  differences  between  the  wax  matrix  and  microencapsulated  dosage  torms.  In  contrast,  there  was  a higher  inci- 
dence of  gastric  and  duodenal  lesions  in  subjects  receiving  a high  dose  of  a wax  matrix  controlled  release  formulation  under 
conditions  which  did  not  resemble  usual  or  recommended  clinical  practice  (i.e. , 96  mEq  per  day  in  divided  doses  of  potassi- 
um chloride  administered  to  fasted  patients,  in  the  presence  ot  an  anbcholinergic  drug  to  delay  gastric  emptying).  The  upper 
gastrointestinal  lesions  observed  by  endoscopy  were  asymptomabc  and  were  not  accompanied  by  evidence  of  bleeding 
(Hemoccult  testing).  The  relevance  of  these  findings  to  the  usual  condibons  (i.e,,  non-fasting,  no  anbcholinergic  agent, 
smaller  doses)  under  which  controlled  release  potassium  chlonde  products  are  used  is  uncertain;  epidemiologic  studies 
have  not  identibed  an  elevated  risk,  compared  to  microencapsulated  products,  for  upper  gastrointesbnal  lesions  in  patients 
receiving  wax  matrix  formulations.  K-DUR  should  be  disconbnued  immediately  and  the  possibility  ot  ulcerabon,  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding  occurs. 

Metabolic  Acldosis-Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an  alkalinizing  potassium 
salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or  potassium  gluconate. 

PRECAUTIONS  General:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokalemia  in  a patient 
with  a clinical  history  suggesbng  some  cause  tor  potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokalemia  in  the  absence  of  a deficit  in  total  body  potas- 
sium while  acute  acidosis  per  se  can  increase  the  serum  potassium  concentration  into  the  normal  range  even  in  the 
presence  of  a reduced  total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate  monitoring  of  serum  elec- 
trolytes, the  electrocardiogram,  and  the  clinical  status  of  the  patient 
Laboratory  Tests:  When  blood  is  drawn  tor  analysis  ot  plasma  potassium  it  is  important  to  recognize  that  artifactual  eleva- 
tions can  occur  after  improper  venipuncture  technique  or  as  a result  of  in-vitro  hemolysis  of  the  sample 
Drug  Interactions:  Potassium-spanng  diuretics,  angiotensin  converting  enzyme  inhibitors  (see  WARNINGS) 
Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility:  Carcinogenicity,  mutagenicity  and  fertility  studies  in  animals 
have  not  been  performed  Potassium  Is  a normal  dietary  constituent. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is  unlikely  that  potassium  sup- 
plementation that  does  not  lead  to  hyperkalemia  would  have  an  adverse  effect  on  the  fetus  or  would  affect  reproductive  capacity. 
Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  Is  about  13  mEq  per  liter.  Since  oral  potassium  be- 
comes pari  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  excessive,  the  contribution  of  potassium  chloride 
supplementation  should  have  little  or  no  effect  on  the  level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS.  WARNINGS, 
and  OVERDOSAGE).  There  have  also  been  reports  ot  upper  and  lower  gastrointestinal  conditions  including  obstruction, 
bleeding,  ulcerabon.  and  perforation  (see  CONTRAINDICATIONS  and  WARNINGS) 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  flatulence,  abdominal  pain/discom- 
tort,  and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  diluting  the 
preparation  further,  taking  the  dose  with  meals  or  reducing  the  amount  taken  at  one  time. 

OVERDOSAGE  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mechanisms  lor  potassium  rare- 
ly causes  senous  hyperkalemia  However,  if  excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too  rapidly 
intravenously,  potenbally  fatal  hyperkalemia  can  result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to 
recognize  that  hyperkalemia  is  usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  con- 
centration (65-8.0  mEq/L)  and  characteristic  electrocardiographic  changes  (peaking  otT-waves,  loss  of  P-waves,  depres- 
sion of  S-T  segment,  and  prolongation  of  the  QT-inteival),  Late  manifestations  include  muscle-paralysis  and  cardiovascular 
collapse  from  cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following: 

t Elimination  of  foods  and  medications  containing  potassium  and  of  any  agents  with  potassium-spanng  properties. 

2.  Intravenous  administration  of  300  to  500  mL/hr  ot  10%  dextrose  solubon  containing  10-20  units  of  crystalline  insulin 
per  1,000  mL 

3,  Correcbon  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on  digitalis,  too  rapid  a lowering  ol 
the  serum  potassium  concentration  can  produce  digitalis  toxicity. 

Caution  Federal  law  prohibits  dispensing  without  prescription. 
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EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening  for 
full-time  career-oriented  emergency 
physicians  in  Sioux  Falls,  Aberdeen  and 
Yankton.  Excellent  benefits  including 
malpractice,  disability,  health 
insurance,  profit  sharing,  etc.  Flexible 
work  schedules,  excellent  working  and 
living  conditions. 

Contact:  Donald  Kougl,  MD 

(307)  632-1436 

or  send  CV  to:  EMP,  PC 

PO  Box  805 
Cheyenne,  WY 
82003 


The  Physicians’  HELP 

(healing  each  laden  physician) 

Program 

of  the 

South  Dakota  State  Medical 
Association 

Designed  to  help  physicians  addicted  to 
alcohol  and/or  other  drugs  as  well  as 
those  with  emotional  and  psychiatric 
disorders. 

All  referrals  and  information  remain 
confidential. 

Call:  (605)  336-1965 

or 

Write:  Physicians’  HELP  Committee 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 


SOUTH  DAKOTA 


^^!CoMna7  Meeting  Highlights 


The  Council  of  the  South  Dakota  State  Medical  As- 
sociation met  on  Friday,  September  22,  1989,  in  Sioux 

Falls.  Following  are  highlights  from  this  meeting. 

1.  NEW  SECRETARY  OF  HEALTH.  Dr.  Charles  A. 

Anderson,  Secretary  of  Health,  and  his  assistant. 
Lane  Dolly,  were  introduced  to  the  Councilors. 

2.  CONTINUING  MEDICAL  EDUCATION.  The 
fee  for  CME  accreditation  applications  was  in- 
creased to  $250  with  an  annual  fee  thereafter  of 
$200.  These  new  fees  for  institutions  seeking  ac- 
creditation are  effective  January  1,  1990. 

3.  JCAHO  STANDARDS.  The  Council  directed  that 

a resolution  be  submitted  to  the  AMA  House  of 
Delegates  in  December  asking  the  AMA  to  under- 
take a study  on  the  efficiency  and  cost  effectiveness 
of  quality  assurance  standards  as  set  forth  by  the 
JCAHO. 

4.  ANNUAL  MEETING  FORMAT.  The  Council 
directed  that  the  annual  meeting  start  on  Thursday, 
May  31,  and  adjourn  at  noon  on  Saturday,  June  2. 
They  recommended  that  the  doctors’  party  and  the 
AMA-ERF  event  be  held  on  Thursday  evening,  and 
the  President’s  banquet  on  Friday  evening.  Sport- 
ing events  will  be  on  Thursday  afternoon  with  the 
scientific  session  all  day  Friday  and  business  meet- 
ings Thursday  and  Saturday  mornings. 

5.  SHARECARE  PROGRAM.  The  SDSMA  execu- 

tive office  will  assume  primary  administrative  duties 
for  SHARECARE  including  processing  of  applica- 
tions and  issuance  of  eligibility  cards.  A brochure 
including  an  application  form  will  be  printed  and 
provided  to  doctors’  offices,  county  health  nurses 
and  the  Senior  Centers  for  distribution  to  potential 
applicants.  The  State  Senior  Center  will  continue 
to  process  applications  submitted  through  their 
member  centers  across  the  state. 

6.  MEDICARE  "PATTERNS  OF  CARE".  The 
Council  directed  that  the  following  resolution  be 
submitted  to  North  Dakota  Blue  Cross/Blue  Shield, 
the  Medicare  carrier  for  South  Dakota: 

WHEREAS,  North  Dakota  Blue  Cross/Blue  Shield  has 
developed  medical  "Patterns  of  Care,"  and 

WHEREAS,  the  medical  Patterns  of  Care  have  been 
reviewed  and  studied  at  some  length  by  the  mem- 
bers of  the  South  Dakota  State  Medical  Association 
and  various  specialty  societies  in  South  Dakota,  and 

WHEREAS,  the  criteria  for  diagnoses  are  out  of  date, 
and  the  standards  of  treatment  are  out  of  date,  ar- 
bitrary and  capricious,  and 


WHEREAS,  it  is  unclear  whether  the  data  represents 
an  average  or  a maximum  of  care,  and  the  source  of 
the  data  is  unknown,  and 

WHEREAS,  the  Patterns  of  Care  appear  to  represent 
a mechanism  of  care  restriction  by  controlling  num- 
bers of  tests  and/or  procedures  by  withholding 
reimbursement, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  rejects  the  Patterns  of  Care  as 
developed  by  North  Dakota  Blue  Cross/Bluc 
Shield,  as  it  endangers  the  lives  and  well  being  of  our 
patients  by  arbitrarily  limiting  care. 

This  was  also  sent  to  the  AMA,  the  North  Central 
Medical  Conference  states  and  to  the  specially 
societies  in  South  Dakota  encouraging  them  to  review 
the  proposed  "Patterns  of  Care"  program  and  send  their 
comments  and  concerns  to  North  Dakota  Blue 
Cross/Blue  Shield. 

7.  MEDICARE  EXPLANATION  OF  MEDICAL 
BENEFITS  (EOMB)  FORM.  Action  was  taken  to 
request  that  HCFA  change  the  EOMB  form.  In- 
stead of  stating  on  the  form  "Approved"  amount,  it 
would  say  "Medicare  Allowed"  amount.  Also  in- 
stead of  the  statement,  "You  could  have  avoided 

paying  $ , the  difference  between  the  Billed 

and  Approved  amounts  for  all  services,  if  the  claim 
had  been  assigned,"  it  would  state,  "Had  your  doc- 
tor accepted  assignment,  your  bill  would  have  been 

reduced  $ , the  difference  between  the  Billed 

and  Medicare  Allowed  amounts. 

8.  FAMILY  PRACTICE  RESIDENCY.  The  Council 

voted  to  approve  the  report  of  the  Task  Force  on  In- 
tegration of  the  Family  Practice  Residency  and  the 
USDSM  with  the  alternative  that  faculty  be 
employed  by  the  USDSM,  and  faculty  teaching  ser- 
vices for  resident  education  be  purchased  by  FPC 
from  the  USDSM  Department  of  Family  Medicine 
through  negotiated  contract. 

9.  HONORARY  LIFE  MEMBERS.  The  following 
were  elected  honorary  life  members  of  the  State 
Medical  Association:  Bryson  McHardy,  MD, 
Aurora;  Don  Fedt,  MD  and  John  Argabrite,  MD, 
Watertown;  E.  A.  Schabauer,  MD,  Mitchell;  and 
John  Christopher,  MD  and  Alvin  Vogele,  MD, 
Aberdeen. 

10  BUILDING  EXPANSION.  Action  was  taken 
authorizing  an  addition  to  the  present  headquarters 
building  at  1323  S.  Minnesota  Ave.  # 
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Future  Meetings 


December 

Mental  Illness  in  the  Mentally  Retarded  Patient,  Sheraton 
Midway  Hotel,  St.  Paul,  MN,  Dec.  1.  Fee:  $110.  6.5  hrs.  AMA 
Category  I credit.  Contact:  Kathleen  Fritz,  CME,  St. 
Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101. 
Phone:  (612)  221-3992. 

* H: 

2nd  Annual  Musculoskeletal  Conference,  Hennepin  County 
Med.  Ctr.,  Minneapolis,  MN,  Dec.  1.  Contact:  Hennepin 
County  Med.  Ctr.,  Off.  of  Academic  Affairs,  701  Park  Ave., 
Ste.  4220,  Minneapolis,  MN  55415.  Phone:  (612)  347-2075. 

* * * 

Healthcare  Rehabilitation  Center’s  International  Conference, 

Austin,  TX,  Dec.  2-3.  Fee:  $425.  12  hrs.  AMA  Category  I 
credit.  Contact:  Allen  Child,  MD,  Exec.  Med.  Dir., 
Healthcare  Rehab.  Ctr.,  PO  Box  43148,  Austin,  TX  78745. 
Phone:  1-800-252-5151. 

Ambulatory  Health  Care  Standards:  Joint  Commission 
Strategies  for  Quality  Care,  Sheraton-Station  Square, 
Pittsburg,  PA,  Dec.  7-8.  Fee:  $325.  11  hrs.  AMA  Category  I 
credit.  Contact:  Hospital  Assoc,  of  Penn.,  Mary  Ann  Birt,  PO 
Box  8600,  Harrisburg,  PA  17105-8600. 

* * * 

Physicians,  Family  and  Addictions,  Royce  Hotel, 
Williamsburg,  VA,  Dec.  8-9.  Contact:  Medical  Society  of 
Virginia,  Jeanne  Douglas,  Exec.  Dir.,  Physicians’  Hlth  and 
Effectiveness  Prog.,  4205  Dover  Rd.,  Richmond,  VA  23221. 
Phone:  (804)  353-2721. 

4:  4:  4: 

Pediatric  Update,  Williamsburg  Lodge,  Williamsburg,  VA, 
Dec.  15-17.  Fee:  $365.  16  hrs.  AMA  Category  I credit. 
Contact:  CME  Registration,  Am.  Acad,  of  Peds.,  PO  Box  927, 
Elk  Grove  Village,  IL  60009-0927.  Phone:  1-800-433-9016, 
ext.  7567. 

January 

Current  Concepts  in  Pediatrics,  Marriott’s  Mark  Resort,  Vail, 
CO,  Jan.  4-7.  Fee:  $365.  16  hrs.  AMA  Category  I credit. 
Contact:  CME  Registration,  Am.  Acad,  of  Peds.,  PO  Box  927, 
Elk  Grove  Village,  IL  60009-0927.  Phone:  1-800-433-9016, 
ext.  7567. 

February 

Chronic  Fatigue  Syndrome  and  Fibromyalgia:  Pathogenesis 
and  Treatment,  Biltmore  Hotel,  Los  Angeles,  CA,  Feb.  16. 
Contact:  Richard  Godwin,  (213)  394-3322  or  write  Chronic 
Fatigue  Syndrome  Instit.,  436  N.  Roxbury,  #110,  Beverly 
Hills,  CA  90210. 


* 4:  * 

Pediatrics  in  Progress,  Hyatt  Regency  Embarcadero,  San 
Francisco,  CA,  Feb.  16-18.  Fee:  $365.  16  hrs.  AMA  Category 
I credit.  Contact:  CME  Registration,  Am.  Acad,  of  Peds.,  PO 
Box  927,  Elk  Grove  Village,  IL  60009-0927.  1-800-433-9016, 
ext.  7567. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  KhOO  am  - 12d)0  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


The  American  Medical  Association  has  announced  the 
creation  ot American  Medical  Television.  This  is  a 2-4iour 
program  on  the  Discovery  Channel  every  Sunday  from  9 
am  to  11  am.  Central  Standard  Time,  starting  Sunday, 
January  8,  1989.  American  Medical  Television  carries 
CME  credits  for  its  programs. 
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University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education,  service 
and  research  for  South  Dakotans’ 


Cryptosporidiosis:  A Pathogen  More 
Common  Than  Appreciated 

Gary  A.  Neidich,  MD^ 

David  W.  Ohrt,  MD^ 


ABSTRACT 

Cryptosporidiosis  is  caused  by  a protozoan  species  which  can  produce  an  enteritis  in  humans.  Until  recently  it 
was  thought  to  primarily  infect  immunocompromised  individuals  but  is  now  known  to  affect  immunologically  in- 
tact persons  as  well.  It  is  capable  of  causing  a severe  diarrhea  in  small  children.  Discovery  that  the  organism  takes 
an  acid-fast  stain  has  aided  greatly  in  its  recognition  in  the  clinical  laboratory.  There  is  no  effective  antimicrobial 
treatment,  thus  recognition  and  careful  infection  control  practices  become  very  important.  The  authors  report  stool 
studies  of 247  pediatric  age  individuals  in  the  Sioux  Falls,  South  Dakota  area  over  a four-month  period.  Three  posi- 
tive cultures  for  salmonella  were  found  (1.4%)  and  four  instances  of  Cryptosporidium  were  indentified  (1.6%).  This 
is  similar  to  other  reports  and  indicates  that  this  organism  is  now  one  of  the  more  frequent  non-viral  causes  of  diar- 
rhea in  children.  It  tends  to  be  more  common  in  rural  areas. 


Cryptosporidium  is  a protozoan  that  is  classified 
taxonomically  in  the  same  phylum  as  pneumocys- 
tic  carinii,  toxoplasma  gondii,  and  plasmodium  species. 
Cryptosporidiosis  was  initially  described  as  causing  an 
enteritis  in  animals  in  1907.  The  first  human  infection 
was  described  in  1976,  and  until  the  past  several  years 
was  thought  to  occur  predominantly  in  the  im- 
munocompromised host.^  However,  it  has  become 
clear  that  this  infection  can  also  affect  the  immunocom- 
petent  individual.  ' A recent  report  found  that  1.4% 
of  children  admitted  to  a hospital  over  a two-year  period 
had  cryptosporidiosis.  This  represented  the  fourth 
most  common  non-viral  pathogen.^  This  study  was  un- 
dertaken to  find  the  incidence  of  cryptosporidiosis  in  a 
community  hospital  in  South  Dakota. 

METHODS 

Over  a four-month  period,  stool  specimens  sent  to 


1.  Assistant  Professor,  Department  of  Pediatrics,  USD 
School  of  Medicine,  Sioux  Falls,  SD. 

2.  Assistant  Professor,  Department  of  Laboratory  Medicine, 
USD  School  of  Medicine  and  the  Laboratory  of  Clinical 
Medicine,  Sioux  Falls,  SD. 


the  Sioux  Valley  Hospital  Laboratory  for  evaluation  for 
ova  and  parasites  routinely  had  modified  Kinyoun  acid- 
fast  stains  for  detection  of  Cryptosporidium  performed 
after  formalin  fixation.^  The  stool  specimens  were  first 
concentrated  by  the  formalin-ether  method.  A smear 
of  the  concentrated  stool  specimen  was  then  prepared 
and  allowed  to  air  dry  prior  to  heat  fixation.  The  smear 
was  then  subjected  to  acid-fast  staining  by  the  modified 
Kinyoun  technique.  The  slide  was  stained  with  carbol- 
fuchsin  for  three  minutes  and  decolorized  with  3%  acid 
alcohol  for  30  seconds.  After  counterstaining  with 
either  brilliant  green  or  methylene  blue  for  30  seconds, 
the  smear  was  examined  under  oil  for  Cryptosporidium. 
The  organisms  are  round,  measuring  4-6  millimicrons 
and  contain  variably  sized  granules.  All  specimens 
from  patients  less  than  18  years  of  age  were  routinely 
evaluated  for  Cryptosporidium.  Stool  cultures  for  bac- 
terial pathogens  were  also  performed. 

RESULTS 

Over  a four-month  period,  247  patients  under  the  age 
of  18  had  specimens  for  ova  and  parasites  as  well  as  bac- 
terial culture.  Four  non-immunocompromised  patients 
with  ages  from  4 months  to  18  years  had  Cryp- 
tosporidium detected,  representing  an  incidence  of 
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1.6%  among  pediatric  specimens.  Three  patients  had 
bacterial  cultures  positive  for  Type  B,  Cl  and  C2  sal- 
monella, an  overall  incidence  of  1.4%.  No  positive 
cultures  for  other  bacterial  pathogens  occurred  during 
this  time  period. 

DISCUSSION  AND  REVIEW 

This  study  indicates  that  1.6%  of  pediatric  stool 
specimens  sent  to  a South  Dakota  community  hospital 
laboratory  for  routine  ova  and  parasitic  detection  had 
Cryptosporidium  present.  Over  the  same  time  period, 
1.4%  of  pediatric  stool  cultures  were  positive  for  sal- 
monella. None  of  these  patients  were  known  to  be 
immunosuppressed.  This  incidence  of  cryp- 
tosporidiosis  approximates  the  incidence  of  both 
salmonella  and  shigella  which  is  in  the  range  of  1-4%.^ 
It  would  tend  to  suggest  that  Cryptosporidium  may  be 
as  common  as  other  infections  routinely  considered  in 
the  clinical  setting  of  acute  diarrhea  in  the  immunocom- 
petent child,  and  that  cryptosporidiosis  is  not  confined 
to  the  immunodeficient  population. 

Cryptosporidium  was  first  identified  in  the  gastric 
mucosa  of  mice  in  1907;  since  that  time  has  been  known 
to  be  pathogenic  in  animals.  In  1976,  the  first  human 
case  of  infection  was  reported  and  many  papers  have 
followed  describing  the  organism  and  the  clinical 
problems  that  it  causes.^ 

The  infective  particle  is  felt  to  be  an  oocyst  that  con- 
tains four  sporozoites.  The  complete  life  cycle  for  the 
organism  is  similar  to  that  of  other  enteric  coccidia  and 
does  not  require  an  intermediate  host.  In  contrast  to 
Eimeria  and  Isospora,  the  entire  life  cycle  is  extracel- 
lular and  has  sexual  and  asexual  phases.  The  wall  of  the 
oocysts  is  removed  in  the  gastrointestinal  tract  to 
release  sporozoites  which  in  turn  undergo  a complete 
life  cycle  in  about  two  weeks.  Furthermore,  the  or- 
ganism is  not  host  specific  in  contrast  to  other  coccidia, 
and  it  is  capable  of  causing  disease  in  a wide  variety  of 
animals.  The  infection  is  spread  via  the  fecal-oral  route 
as  well  as  via  contaminated  water  and  fomites.^’^  The 
reservoir  of  disease  is  not  completely  understood. 
There  are  several  major  sources  of  Cryptosporidium  in- 
fection in  humans  including  dogs,  cats,  common  farm 
animals  such  as  horses  and  cattle,  as  well  as  human  to 
human  transmission.  For  unknown  reasons,  the  disease 
appears  to  be  more  common  in  children  and  young 
animals  and  is  a common  pathogen  in  those  with  im- 
munodeficiency.^®’^^  It  has  been  reported  to  be  the 
causative  agent  in  an  outbreak  of  diarrhea  in  a day  care 
center.^^ 

The  incubation  period  for  cryptosporidiosis  has  been 
variably  stated  to  range  from  three  days  to  one  month.^’^ 
Immunologic  status  is  an  important  determinant  of  dis- 
ease severity.  Most  immunocompetent  individuals 
develop  either  a watery  diarrhea  that  is  self  limited  with 
a median  duration  of  five  days,  or  a totally  subclinical 
infection.^  Individuals  with  cellular  immune  deficiency 


tend  to  have  a marked  secretory  diarrhea  and  enormous 
fluid  losses  of  up  to  17  liters  per  day.^^  The  onset  of  dis- 
ease may  be  sudden  or  gradual  with  a disease  duration 
of  weeks  to  months.  Some  cases  develop  into  a chronic 
diarrhea  which  has  been  reported  to  last  for  years.^ 
Protein  losing  enteropathy  and  malabsorption  have 
been  reported  in  immunodeficient  patients,  as  well  as 
extraintestinal  manifestations  including  cholecystitis 
and  pancreatitis.^"* 

Cryptosporidiosis  was  initially  recognized  in  small 
bowel  biopsy  specimens  with  visualization  of  the  oocysts 
in  the  brush  border  and  the  crypts  of  Lieberkuhn.  The 
infestation  predominantly  involves  the  small  bowel; 
however  colon,  cecum  and  rectum  may  also  be  involved. 
The  organisms  are  small  and  difficult  to  recognize  on 
hematoxylin  and  eosin  stains,  requiring  close  scrutiny  of 
the  brush  border  area  where  they  appear  as  small 
basophilic  oval  bodies  measuring  2-3  micron.  During 
the  initial  phases  of  the  infection,  overt  mucosal  abnor- 
malities may  not  be  observed  by  light  microscopy,  but 
electron  microscopy  reveals  a loss  of  microvilli.  When 
the  infestation  is  well  established,  the  small  bowel 
mucosa  demonstrate  blunting  of  the  villi  with  an  infiltra- 
tion of  l3nnphocytes  and  plasma  cells.  In  the  large 
bowel,  pathologic  changes  may  include  edema  and  ul- 
ceration. From  the  histologic  standpoint,  it  is  very 
important  to  consider  the  possibility  of  chronic  cryp- 
tosporidiosis  when  evaluating  small  bowel  biopsies. 

Several  years  ago,  it  was  discovered  that  Cryp- 
tosporidium took  acid-fast  stain  which  ultimately 
resulted  in  a sensitive  method  for  its  identification  in 
stool  specimens.  ’ Until  this  discovery,  diagnosis  re- 
quired small  bowel  biopsy.  Garcia,  et  al  studied  various 
techniques  for  preservation  of  the  stool  including  10% 
formalin,  2.5%  potassium  dichromate  and  polyvinyl  al- 
cohol.*^ The  preserved  specimens  were  then  examined 
for  oocysts  by  15  different  methods  including  three  acid- 
fast  procedures.  It  was  determined  that  the  organism 
could  be  visualized  by  sugar  flotation  and  formalin 
sedimentation  (phase  contrast  and  light  microscopy), 
and  could  be  stained  with  giemsa,  PAS,  auramine- 
rhodamine,  Kinyoun  acid-fast  (cold),  Ziehl-Neelsen 
(hot).  These  investigators  concluded  that  preservation 
in  10%  formalin  after  pretreatment  with  10%  KOH,  fol- 
lowed by  the  modified  Ziehl-Neelsen  carbolfuchsin 
acid-fast  procedure  provided  the  most  sensitive  ap- 
proach for  identifying  the  organism.  Our  laboratory  has 
had  good  success  with  the  modified  Kinyoun  acid-fast 
method  on  formalin  fixed  stool.  The  technologists  are 
observing  the  organism  with  greater  frequency  in  wet- 
mount  preparations  and  direct  exams  for  formalin  fixed 
stool,  this  probably  relates  to  enhanced  familiarity  with 
this  organism  since  instituting  the  acid-fast  procedure. 
In  the  stool  the  organism  appears  somewhat  larger  than 
in  biopsy  specimens,  and  contains  several  dark  granules 
and  numerous  smaller  granules.  If  the  oocyst  is  at  a ma- 
ture stage,  four  cylindrical  shaped  sporozoites  may  be 
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apparent.  Care  should  be  exercised  in  handling  and 
processing  specimens  since  the  oocyst  is  quite  resistant, 
and  may  remain  infective. 

It  is  important  to  make  a correct  diagnosis  of  Cryp- 
tosporidium induced  enteritis  for  both  epidemiologic 
and  therapeutic  reasons.  Outbreaks  in  day  care  centers 
and  in  family  settings  clearly  show  a human  spread  of 
infection.^^’  ® The  early  institution  of  good  infection 
control  practices  may  help  alleviate  some  of  the  mor- 
bidity this  organism  can  cause.  An  effective 
antimicrobial  agent  for  intestinal  cryptosporidiosis  is 
not  yet  available  As  part  of  the  diagnostic  workup,  the 
possibility  of  other  concomitant  enteric  pathogens 
should  be  excluded.  In  most  instances  the  diarrhea  is 
self  limited  and  resolves  over  a few  days.  When  the  diar- 
rhea is  severe,  dehydration  and  electrolyte  imbalance 
may  require  oral  or  intravenous  rehydration. 


Several  pharmacologic  studies  have  been  directed  at 
patients  with  immunodeficiencies  and  cryp- 
tosporidiosis. At  least  27  different  pharmacologic 
agents  have  been  evaluated,  including  anticoccidial 
agents.  Spiramycin  is  the  only  drug  showing  possible 
potentials. 


CONCLUSIONS 

This  study  illustrates  that  cryptosporidiosis  is  rela- 
tively common  in  the  immunocompetent  pediatric  age 
group.  Over  a four-month  period,  four  cases  of  cryp- 
tosporidial  enteritis  were  identified,  an  incidence  of 
1.6%.  Over  the  same  time  frame,  1.4%  of  stool  cultures 
yielded  salmonella;  thus  Cryptosporidium  is  at  least  as 
common  as  the  usual  bacterial  pathogens.  In  a recent 
study  from  Ireland,  Cryptosporidium  was  present  in 
4.3%  of  children  with  diarrhea  and  was  one  of  the  four 
most  common  non-viral  pathogens.  This  coccidial 
parasite  tends  to  be  common  in  rural  areas  as  would  be 
expected  with  a zoonosis.  A history  of  contact  with 
scouring  animals  may  be  elicited,  but  human  to  human 
spread  does  occur.  With  the  discovery  of  the  acid-fast 
character  of  this  organism,  a relatively  simple  and  sen- 
sitive method  for  identification  is  available.  For  both 
therapeutic  and  epidemiologic  purposes,  Cryp- 
tosporidium should  be  considered  in  the  differential 
diagnosis  of  diarrhea  in  children. 
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Command 
Performances*  * * 

*»*Essential  to  Our  Professions 

How  many  times  have  you  felt  pressed  into  a command  performance? 
Whether  it’s  a treatment  course  or  surgery,  you  feel  all  eyes  are  watching  your 
every  move.  Expectations  are  high  and,  oftentimes,  unrealistic.  Then  the 
unpredictable  or  the  unwanted  occurs.  Those  high  expectations  are  not  fulfilled 
and  the  next  thing  you  know,  you’re  being  sued. 

That’s  why  our  command  performance  is  so  important.  When  all  eyes  shift 
to  the  legal  side,  you  want  an  insurance  company  backing  you  with  excellent 
claims  defense.  At  ICA,  our  claims  defense  is  renown  in  the  industry 
as  tough  and  resource- 
ful. We  respond  to  a 
claim  situation  with 
in-house  attorneys,  not 
adjusters.  And  we  use 
only  the  best  defense 
counsel  in  your  area, 
attorneys  whose  reputa- 
tions and  abilities 
present  the  one  com- 
mand performance  you’ll  | 
want  to  witness.  ^ 

Call  ICA  today  at  I 
l-(800)-231-2615  and  f 
check  out  the  reviews  . 
to  our  command  I 

performances.  I 


INSURANCE  CORPORATION  OF  AMERICA 

People  Who  Care  Houston,  Texas 


December  is 

ENDOWMENT  MONTH 

A Special  Time  to 
Support  the 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

Your  contribution'*'  provides  loans  to  stu- 
dents at  the  USDSM.  ALL  contributions  are 
designated  for  these  low  interest  loans  un- 
less you  request  otherwise. 


HELP  US  HELP  OTHERS  - BE  GENEROUS! 

Send  your  check  today  to: 

S.D.  Medical  School  Endowment  Assn. 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 

* May  be  tax  deductible 


10 


SOUTH  DAKOTA 


Michael  W.  Pekas,  MD,  President,  South  Dakota  State 
Medical  Association 


influence  upon  us  in  our  adult  years.  The  love  and 
warmth  that  pass  among  our  families  and  our  friends, 
not  only  during  this  time  of  the  year,  but  also  throughout 
the  year,  seem  to  come  into  clearer  focus  during  this 
season. 

I am  so  grateful  for  having  been  allowed  the  privilege 
of  being  a physician  and  being  part  of  the  greatest 
profession  on  the  face  of  this  earth.  But  most  of  all,  I 
am  grateful  for  being  allowed  to  practice  this  profession 
in  this  great  state  of  South  Dakota.  I was  born  and 
raised  in  this  state  as  many  of  you  were,  and  I love  South 
Dakota  for  its  people,  its  principles,  its  beauty,  its 
change  of  scene  and  seasons,  the  education  it  gave  me, 
and  the  opportunity  it  has  given  me  to  return  to  prac- 
tice here. 

In  this  special  time  of  the  year,  Karen  and  I are  hope- 
ful that  you  are  all  healthy  and  happy  and  that  you  will 
have  time  to  spend  with  family  and  friends.  I am  grate- 
ful to  have  friends  such  as  you. 

Karen  and  I join  in  asking  God  to  bless  you  and  your 
families,  and  to  wish  you  the  best  of  the  holiday  season, 
and  hope  that  its  spirit  remains  with  you  the  year 
around.  # 


’Tis  The  Season 

One  of  the  hardest  parts  of  being  president  of  the 
State  Medical  Association  for  me  is  to  write  this 
President’s  Page  for  the  State  Journal  each  month.  So, 
I was  walking  around  the  house  grumping  to  my  wife, 
Karen,  about  the  fact  that  I was  going  to  have  to  dictate 
another  President’s  Page.  She,  of  course,  already  had 
finished  her  page  (Karen  is  a much  better  planner  than 
I am)  and  she  said,  "Look  at  it  this  way  dear;  you’re  al- 
ready half  way  through  and  you  only  have  six  more  left 
after  this  one".  Well  that  got  me  thinking  about  the  fact 
that  my  president’s  year  was  almost  half  over.  It  started 
me  thinking  about  all  the  friends  I have,  and  all  the 
friends  I have  made  during  the  years  of  my  involvement 
with  the  State  Medical  Association.  I looked  outside  in 
the  backyard;  it  was  snowing,  and  I started  thinking 
about  the  holiday  season  that  is  upon  us. 

There  is  no  question  that  fall  and  the  holiday  season 
are  my  most  favorite  times  of  the  year.  1 love  the  crisp 
fall  days,  the  hunting,  and  the  anticipation  of  the  holiday 
season  filled  with  family  and  good  friends.  It  is  really 
easy  for  one  to  Wcix  nostalgic  during  this  time  of  year  and 
to  think  back  to  holiday  seasons  when  we  were  children, 
the  traditions  that  we  experienced  at  that  time  in  our 
lives,  and  how  those  traditions  continue  to  play  a strong 
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Best  Wishes  for  the  Holidays 


and  for  Health  and  Happiness 
throughout  the  year 


• • t 


from  the  staff  and  management, 
at 

South  Dakota  Blue  Shield 


1601  West  Madison  Street  • Sioux  Falls,  South  Dakota  57104  • (605)  336-1976 


Registered  Trademark  of  the  Blue  Cross  and  Blue  Shield  Association 
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Communication  in  Medical  Practice 

Robert  E.  Van  Demark,  Sr,  Editor 

In  this  cost  conscious  era,  when  one  of  the  first  pages 
of  every  Medicare  hospital  chart  shows  the  allowed 
charges,  communication  is  becoming  increasingly  im- 
portant. Both  written  and  oral  communication  is  a real 
necessity  in  the  expanding  sea  of  bureaucracy,  the  total 
cost  of  which  is  unknown  and  unavailable. 

Better  communication  with  the  patient  is  the  primary 
goal  of  every  physician.  Patients  need  to  express  their 
wants  and  concerns  to  their  physician  who,  in  turn,  must 
fully  respond  to  them.  Particularly  important  before 
every  operation  is  the  informed  consent,  making  sure 
the  patient  understands  the  nature  of  the  procedure  and 
the  accompanying  risks,  etc.,  and  documenting  the 
same.  Satisfying  the  patient  is  an  absolute  necessity. 


Responding  efficiently  to  the  increasing  avalanche  of 
paper  work  is  a major  problem  in  every  practice.  New 
regulations  must  be  met  and  conformed  to,  in  increas- 
ing amounts.  Prompt  written  and  oral  communication 
is  absolutely  necessary  for  survival. 

Practicing  quality  medicine,  in  an  era  of  cost  contain- 
ment, is  the  real  problem  faced  by  every  South  Dakota 
physician.  Lurking  in  the  background  is  the  threat  of 
malpractice.  Good  communication,  written  and  oral,  is 
only  a partial  solution  to  this  problem. 

One  avenue  we  must  not  neglect  is  that  of  keeping  in 
touch  with  our  legislative  representatives.  To  that  end, 
the  Journal  has  published  the  Legislative  Directory 
(Nov  pp  11-12  and  Dec  pp  27-28)  with  the  names,  com- 
mittee appointments  and  telephone  numbers  for  your 
convenience.  Changes  will  be  given  in  upcoming  issues. 
Please  keep  the  latest  issue  for  your  use.  # 


South  Dakota  Society  Of 

Pathologists 


Officers  for  1988-89 

Bradley  B.  Randall,  MD,  President 

Roy  G.  Burt,  MD,  Vice  President 

Jerry  L.  Simmons,  MD,  Secretary-Treasurer 
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APRESCRPTION 

FORPimiCIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDiCAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

CAPT  THOMAS  RICE 
402-551-0928 
COLLECT 


Practice  Location  Factors  Influencing  South 
Dakota  School  of  Medicine  Graduates 
(1977-85)^ 

Loren  G.  Jarratt,  EdD" 

Gary  R.  Leonardson.  PhD^ 

Wesley  J.  Nord,  MD 


ABSTRACT 

Physician  numbers  and  placement  continue  to  be  major  health  delivery  concerns  in  the  rural  state  of  South 
Dakota.  This  study  of  four-year  graduates  (1977-1985)  of  the  South  Dakota  School  of  Medicine  looks  at  current 
factors  affecting  physician  placement  and  compares  placement  and  location  selection  factors  to  a previous  study 
of  graduates  of  the  medical  school  when  it  was  a two-year  program  (1969-1973).  Factors  influencing  physicians 
locating  in  South  Dakota  were:  closeness  to  their  home  town  and  or  spouses’  home  town,  residency  training  in  small 
towns,  payment  of  educational  loans,  medical  school  clerkships,  time  of  decision,  etc.  Factors  inlluencing 
physicians  locating  in  rural  communities  (less  than  5,000)  were:  growing  up  in  small  communities,  residency  train- 
ing in  small  communities,  early  location  decisions,  payment  of  loans,  and  high  medical  need. 


INTRODUCTION 

The  number  and  placement  of  physicians  in  the 
rural  state  of  South  Dakota  continues  to  be  a 
legitimate  concern  with  many  communities  and 
geographic  areas  identified  as  physician  shortage  areas. 
This  concern  has  manifested  itself  during  state  legisla- 
ture discussions  involving  funding  for  the  medical 
school  and  South  Dakota’s  only  family  practice 
residency  program  and  the  effect  these  institutions  have 
on  the  number  and  placement  of  physicians  in  the  more 
rural  areas  of  the  state.  Recently  the  South  Dakota 
Department  of  Health  and  the  medical  school,  with 
Governor  George  Mickelson’s  support,  created  a rural 


1.  Research  project  was  co-sponsored  by  the  Department  of 
Family  Medicine,  University  of  South  Dakota  School  of 
Medicine  (Dr.  James  Ryan,  Chairman)  and  the  Sioux 
Falls  Family  Practice  Residency  (Dr.  Earl  Kemp,  Direc- 
tor). 

2.  Assistant  Professor,  Department  of  Family  Medicine, 
USD  School  of  Medicine;  faculty  member,  Sioux  Falls 
Family  Practice  Residency,  Sioux  Falls,  SD. 

3.  Associate  Professor,  USD  School  of  Medicine;  Research 
Coordinator,  Center  for  the  Developmentally  Disabled, 
USD  School  of  Medicine,  Rapid  City,  SD. 

4.  Assistant  Professor,  Department  of  Family  Medicine, 
USD  School  of  Medicine;  faculty  member,  Sioux  Falls 
Family  Practice  Residency,  Sioux  Falls,  SD. 


health  office  with  the  responsibility  of  1)  rural  com- 
munity assessment  to  identify  potential  physician 
practice  locations  and  2)  assisting  potential  sites  in 
recruiting  physicians  to  practice  at  those  locations.^ 
The  rural  health  office  has  expressed  a strong  interest 
in  physician  placement  factors  for  South  Dakota. 

The  authors  of  this  study,  having  an  interest  in  rural 
health  care,  decided  to  survey  factors  which  determine 
physician  selection  of  a practice  site.  Several  years  ago 
a similar  survey  was  completed  by  232  medical  students 
(1969-73)  who  were  graduates  of  the  South  Dakota 
Medical  School  when  the  program  was  a two-year 
program.  Results  of  that  study  were  reported  in  the 
SOUTH  DAKOTA  JOURNAL  OF  MEDICINE  in 
April,  1985.^  Since  that  time,  (1973),  the  medical 
school  has  become  a four-year  program.  The  authors 
thought  a similar  study  comparing  four-year  graduate 
opinions  to  the  earlier  two-year  graduate  study  would 
strengthen  medical  education  requests  for  state  sup- 
port. It  was  anticipated  that  the  location  of  a four  year 
medical  school  and  a family  practice  residency  program 
in  the  state  had  contributed  to  an  increased  number  of 
physicians  in  South  Dakota. 

METHODS 

The  questionnaire  sent  to  the  two-year  graduates 
was  used  as  the  basic  document  for  the  four-year 
graduate  study,  although  additional  questions  were 
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added  to  reflect  location  factors  which  were  overlooked 
in  the  original  survey  instrument.  These  additional  fac- 
tors were  determined  through  a literature  search^'^  and 
medical  school/residency  faculty  suggestions. 

Three  hundred  ninety-nine  surveys  were  mailed  to 
physicians  who  had  graduated  during  the  years  of  1977- 
85.  A second  survey  and  cover  letter  was  mailed  to 
those  not  responding  to  the  first  mailing.  Eighty-three 
of  the  completed  surveys  were  not  used  in  the  results 
since  those  respondents  were  either  in  a residency,  in  a 
fellowship,  in  the  military  or  for  some  other  reason  had 
not  determined  a practice  location  and/or  had  the  loca- 
tion determined  for  them.  Two  hundred  thirty-nine 
surveys  were  usable  for  a return  rate  of  75.6  percent. 
Results  reported  in  this  article  reflect  responses  from 
those  239  practicing  physicians. 

Chi  square,  correlation  and  regressional  analysis 
statistical  procedures  were  used  to  determine  which 
variables,  if  any,  were  predictive  of:  physicians  locating 
in  1)  South  Dakota,  and  2)  rural  areas  (cities  of  less  than 
5,000  people).  Statistical  significance  for  all  proce- 
dures was  set  at  or  below  the  .05  level. 

RESULTS 
Location  Data 

Of  the  239  respondents.  111  (46.4%)  were  from 
physicians  practicing  in  South  Dakota,  14  (5.9%)  were 
from  Minnesota,  11  (4.6%)  Washington  state,  9 (3.8%) 
Iowa,  9 (3.8%)  Missouri,  8 (3.3%)  Nebraska,  7 (2.9%) 
Wisconsin,  6 (2.5%)  Texas,  and  the  remaining  64 
physicians  (26.8%)  were  scattered  in  27  other  states 
and  one  foreign  country.  Twenty-four  percent  of  the 
respondents  from  the  two-year  graduate  study  were  lo- 
cated in  South  Dakota.^ 

Thirty  (12.7%)  of  the  respondents’  offices  were  lo- 
cated in  communities  under  5,000,  19  (8.0%)  in 
communities  with  populations  from  5,000-9,999,  38 
(16.0%)  10,000-24,999,  and  151  (63.4%)  in  com- 
munities of  25,000  or  more  (Table  I).  Of  additional 
interest  was  the  fact  that  23.4  percent  of  the  physicians 
had  at  least  one  satellite  office  in  a town  of  5,000  or  less. 

Data  also  was  gathered  to  compare  numbers  of  fami- 
ly physicians  having  satellite  offices  to  the  numbers  of 
other  physicians  having  satellites.  Thirty-two  percent 
of  the  family  physicians  indicated  they  had  at  least  one 
satellite  office  in  a community  of  less  than  5,000 
whereas  21  percent  of  other  specialists  and/or  sub- 
specialists had  at  least  one  satellite  office  in  a 
community  of  less  than  5,000. 

Comparisons  were  made  between  family  physician 
practice  community  size  and  the  community  size  of  all 
other  specialists  and/or  subspecialist  physicians 
(Figure  1).  Of  the  57  family  physicians  in  the  study,  21 
percent  of  those  physicians  were  practicing  in  com- 
munities of  less  than  5,000  and  35  percent  were  in 
communities  of  less  than  10,000.  Of  the  181  other 
specialists  and/or  subspecialists,  9.9  percent  were  prac- 


ticing in  communities  of  less  than  5,000  and  16  percent 
were  in  communities  of  less  than  10,000.  These  find- 
ings support  Becker,  Hartz,  and  Cutler’s^^  (mentioned 
in  the  earlier  two  year  study)  statement  that  certain 
specialties  have  an  influence  on  practice  location 
choice.  They  found  primary  care  physicians  are  more 
likely  to  select  small  town  locations  than  are  other 
specialists. 


Table  I 


Practice  Community  Size  For  All  Respondents 


Population 

Frequency 

Percent* 

under  1,000 

8 

3.4 

1,000-  2,499 

8 

3.4 

2,500-  4,999 

14 

5.9 

5,000-  9,999 

19 

8.0 

10,000-24,999 

38 

16.0 

25,000-49,999 

30 

12.6 

50,000-99,999 

47 

19.7 

100,000-plus 

24 

31.1 

Total 

238 

100.1 

•Numbers  have  been  rounded  off  to  the  nearest  one 
tenth  of  a percent 


Two  hundred  twenty-two  (93.3%)  were  staff  mem- 
bers of  a hospital.  With  16.1  percent  of  the  hospitals 
having  50  beds  or  less,  15.7  percent  of  the  hospitals  had 
51-100  beds,  51.6  percent  of  the  hospitals  101-400  beds, 
and  16.6  percent  over  400  beds.  Eighty-one  percent  of 
the  physicians  resided  within  five  miles  of  a hospital  and 
only  7.5  percent  of  the  physicians  lived  over  ten  miles 
from  the  closest  hospital 

Ninety-five  percent  of  the  respondents  had  special- 
ty training  and  77  percent  were  board  certified  in  their 
first  specialty.  Internal  medicine  had  64  (27.9%)  of  the 
respondents  followed  by  family  medicine  with  57 
(25.0%),  while  20  (8.8%)  reported  surgery  as  a special- 
ty, 17  (7.5%)  pediatrics,  15  (6.6%)  ob/gyn,  10  (4.4%) 


Family  Physician  Community  Size 
Vs  Other  Physician  Community  Size 


Community  Size* 

■I  FP  Other  Physicians 

‘community  size  is  in  thousands 

Figure  1 
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radiology,  10  (4.4%)  psychiatry,  9,  (3.9%)  anesthesiol- 
ogy, 6 (2.6%)  emergency  medicine,  and  the  other  17 
(7.3%)  reporting  a specialty  were  scattered  among  9 
other  specialties.  Thirty-two  physicians  stated  they  had 
training  in  a second  specialty,  and  one  had  training  in  a 
third  specialty  as  well.  The  most  common  specialties 
reported  in  the  two-year  graduate  study  were  family 
practice  23.3  percent,  general  internal  medicine  18.3 
percent,  general  surgery  12.8  percent,  pediatrics  6.7 
percent,  and  orthopedic  surgery  5 percent.^ 

In  the  present  study,  45  (19.9%)  received  their  first 
residency  training  in  South  Dakota,  18  (8.0%)  in  Min- 
nesota, 17  (7.5%)  in  Iowa,  B (5.8%)  in  Wisconsin,  12 
(5.3%)  in  Texas,  11  (4.9%)  in  Oklahoma,  11  (4.9%)  in  Il- 
linois, 9 (4.0%)  in  Michigan,  8 (3.5%)  in  Kansas,  7 
(3.1%)  in  Nebraska,  and  the  other  75  (33.1%)  were  scat- 
tered among  24  other  states.  The  earlier  two-year  study 
reported  19.9  percent  of  the  physicians  took  their  first 
residency  in  Minnesota,  9.7  percent  had  their  first 
residency  in  South  Dakota,  9.1  percent  were  trained  in 
Texas,  8.5  percent  in  California,  4 percent  in  Colorado, 
and  4 percent  in  lowa.^ 

Two  hundred  twenty-six  (95%)  of  the  respondents 
reported  having  had  residency  training  either  in  South 
Dakota  or  in  another  state.  Of  the  45  respondents  com- 
pleting a residency  in  South  Dakota,  36  (80%)  are 
currently  practicing  in  South  Dakota.  Of  the  181  respon- 
dents who  were  residency  trained  outside  of  South 
Dakota,  67  (37%)  are  currently  practicing  in  South 
Dakota  (chi  square  25.14,  P = < .00001.). 

Most  of  the  239  respondents  were  married  (84.5%), 
with  10.5  percent  being  single,  .4  percent  separated, 
and  4.6  percent  divorced. 

Fifty-two  percent  of  the  spouses  worked  either  as  a 
physician  or  other  professional  and  32  percent  were 
homemakers.  Lesser  categories  were  listed  in  other  oc- 
cupations (14.4%)  and  clerical/sales  (4.0%). 

Almost  20  percent  of  all  respondents  reported  com- 
munities in  which  they  were  raised  as  being  less  than 
1,000.  The  next  largest  categories  were  10,000-24,999 
(19.3%)  and  50,000-99,999  (17.2%).  Spouses  were 
raised  in  generally  similar  sized  communities  with  46.7 
percent  coming  from  communities  of  less  than  10,000. 
Thirty-four  percent  of  the  respondents’  fathers  were 
either  physicians  or  other  types  of  professionals  while 
their  mothers  were  most  often  homemakers  (46%). 

Sixteen  percent  of  the  physicians  were  located  within 
50  miles  of  their  home  town  and  37  percent  were  within 
200  miles  of  their  home.  Seventeen  percent  of  spouses 
were  within  50  miles  of  their  home  town  and  42  percent 
were  within  200  miles  of  home. 

Practice  Decision  Time 

Of  particular  interest  to  the  authors  and  the  institu- 
tions which  they  represent  was  the  response  to  the 
question,  "At  what  time  in  your  career  did  you  make  the 


Table  II 

Time  Location  Decision  Made 


Time 

Frequency 

Percent 

Before  College 

15 

63 

During  College 

11 

4.6 

During  Medical  School 

46 

19.4 

During  Internship 

8 

3.4 

During  Residency 

124 

523 

Other 

33 

13.9 

Total 

237 

100.0 

•Numbers  have  been  rounded  off  to  the  nearest  one 
tenth  of  a percent 


decision  to  locate  your  practice  in  a particular  kind  of 
community,  i.e.  urban,  suburban,  or  rural?"  Results  in- 
dicate 15  (6.3%)  decided  before  college,  11  (4.6%) 
during  college,  46  (19.4%)  during  medical  school,  8 
(3.4%)  during  internship,  124  (52.3%)  during  residen- 
cy and  33  (13.9%)  at  another  time  (Table  II).  The 
earlier  two  year  study  reported  61  percent  of 
physicians’  decisions  were  made  during  residency  or  in- 
ternship.^ 

Factors  Determining  Practice  Location 

Of  special  significance  was  the  question  listing 
specific  factors  determining  practice  location  and 
asking  for  a response  to  a 7 point  Likert  scale.  Factors 
with  the  highest  average  means  calculated  from  all  of 
the  surveys  were  the  factors  most  important  in  deter- 
mining a physician’s  selection  of  a practice  community. 
The  ten  most  important  factors  for  all  respondents 
were;  Quality  of  Medical  Care,  Medical  Facilities 
Available,  Hospital  Technology,  Sharing  of  Patient 
Care,  Influence  of  Spouse,  Recreational  Oppor- 
tunities, Opportunity  for  Professional  Growth, 
Subspecialist  Availability,  Children’s  School  Quality, 
and  Group  Practice  Preference.  See  Table  III  for  fac- 
tors and  Likert  scale  means  for  all  respondents,  for  all 
family  physicians,  and  for  all  non-family  physicians. 

Correlations  of  Location  Factors 

Correlation  and  regressional  analyses  were  con- 
ducted to  determine  which  variables,  if  any,  were 
predictive  of:  physicians  locating  in  1)  South  Dakota, 
and  2)  rural  areas  (cities  of  less  than  5,000  people). 
Present  location  was  dichotomized  by  living  in  South 
Dakota/not  living  in  South  Dakota  and  living  in  a rural 
area/not  living  in  a rural  area.  The  analysis  presented 
below  focuses  on  the  location  factors:  physicians  living 
in  South  Dakota  or  elsewhere,  and  persons  living  in 
rural  or  nonrural  areas.  The  ‘r’  values  in  the  tables  are 
correlation  coefficients. 

Factors  Related  to  Locating  in  South  Dakota 

One  of  the  main  factors  in  determining  if  physicians 
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Table  III 

Factors  Determining  Practice  Location 

All 

Factors  X* 

Non-FP 

X** 

FFs 

1.  Quality  of  Medical  Care  Practiced 

6.10 

6.07 

6.19 

2.  Medical  Facilities  Available 

5.70 

5.69 

5.72 

3.  Availability  of  Hospital  Technology 

5.62 

5.66 

5.46 

4.  Opportunities  to  Share  Patient  Care 

5.44 

5.28 

5.91 

5.  Influence  of  Spouse 

S32 

522 

5.63 

6.  Recreational  Opportunities 

530 

525 

5.44 

7.  Opportunities  for  Professional  Growth 

5.15 

521 

4.98 

8.  Availability  of  Subspecialists 

5.12 

5.13 

5.07 

9.  Quality  of  Children’s  School 

5.00 

4.88 

535 

10.  Preference  for  Group  Practice 

4.97 

4.74 

5.66 

11.  Community/Area  Population 

4.93 

4.90 

5.04 

12.  Hours  of  Practice 

4.78 

4.58 

5.41 

13.  Area  Climate  or  Features 

4.66 

4.56 

4.98 

14.  Opportunities  for  Spouse  Growth 

4.42 

4J1 

4.75 

IS.  Medical  Need  in  Area 

4.40 

4.28 

4.75 

16.  Income  Potential 

4.28 

431 

4.18 

17.  Patient  Support  Service  Present 

4.28 

4.18 

4.63 

18.  Close  to  Larger  Communities 

424 

4.23 

4.27 

19.  Type  of  Residency  Training 

420 

4.09 

4.54 

20.  Cultural  Opportunities 

4.16 

4.16 

4.18 

21.  Availability  of  Spouse  Job 

4.00 

3.81 

4.58 

22.  Contact  Medical  School 

3.90 

3.88 

3.96 

23.  Medical  Education  (CME)  Opportunities 

3.77 

3.73 

3.88 

24.  Influence  of  Family/Friends 

3.65 

3.54 

3.98 

25.  Contact  With  Residency 

3.41 

3.41 

339 

26.  Influence  of  Role  Model 

3J8 

3.20 

3.95 

27.  Closeness  to  Your  Spouse’s  Home  Town 

323 

3.14 

3.49 

28.  Closeness  to  Your  Home  Town 

3.14 

2.99 

3.65 

29.  Availability  of  Church 

3.09 

2.89 

3.74 

30.  Influence  Medical  School  Clerkship 

3.08 

2.81 

3.95 

31.  Location  First  Residency 

2.83 

2.83 

2.82 

32.  Payment  or  Forgiveness  of  Loan 

2.73 

2.61 

3.10 

33.  Organized  Community  Efforts 

2.71 

2.65 

2.88 

34.  Influence  of  Rural  Rotation 

2.46 

2.06 

3.88 

35.  Location  Other  Residency  Training 

2.42 

2.55 

1.86 

X*  = 7 point  scale  average  mean  for  all  respondents  (years  1977-85) 

X**  = 7 point  scale  average  mean  for  all  non-family  physicians  (1977-85) 

X***  = 7 point  scale  average  mean  for  all  family  physicians  (1977-85) 

locate  in  South  Dakota  is  community  size.  As  would  be 
expected,  South  Dakota  physicians  reside  in  smaller 
communities  than  those  located  in  other  states.  Addi- 
tionally, physicians  living  in  South  Dakota  were  more 
likely  to  have  had  a residency  in  smaller  cities,  than 
those  located  in  other  states.  See  Table  IV  for  South 
Dakota  location  factors. 

As  would  also  be  expected,  physicians  returning  to 
South  Dakota  indicated  much  more  preference  for 
returning  to  their  home  town  area  than  did  those  lo- 
cated out  of  state.  Other  factors  related  to  locating  in 
South  Dakota,  as  compared  to  other  states,  were  close- 


ness to  home  town  of  spouse,  and  spouse’s  high  school 
graduating  class  size.  Physicians  locating  in  South 
Dakota  tended  to  reside  in  communities  closer  to 
spouses’  home  town  than  did  physicians  locating  out- 
side of  South  Dakota.  Also,  the  size  of  the  spouses  high 
school  graduating  class  tended  to  be  smaller  for  South 
Dakota  physicians  than  for  the  spouses  of  physicians  lo- 
cated elsewhere. 

There  was  a significant  relationship  between 
physician  location  and  payment  or  forgiveness  of  loans. 
South  Dakota  physicians  indicated  the  payment  of 
loans  was  more  important  in  determining  their  practice 
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Table  IV 

Factors  Associated  With  Increased  Likelihood 

of  Locating  in  SD 

Factors 

r* 

P 

Preference  for  Their  Home  Town  Area 

-.58 

.0001 

Proximity  to  Home  Town  of  Spouse 

--37 

.0001 

Reside  in  Smaller  Communities 

-35 

.0001 

Payment  or  Forgiveness  of  Loans 

34 

.0001 

Medical  School  Clerkships 

26 

.0001 

Small  City  Residency 

-23 

.0003 

Time  of  Decision 

-22 

.002 

Quality  of  Children’s  School(s) 

21 

.002 

Spouse’s  High  School  Grad.  Class  Size 

-.14 

.042 

Area  of  High  Medical  Need 

.13 

.041 

*r  correlation  coefficients 

location  than  did  out-of-state  respondents.  One  reason 
physicians  chose  to  live  in  South  Dakota  was  to  reduce 
personal  loan  amounts  through  the  loan  forgiveness 
program  (a  program  in  the  state  until  the  1982-83 
academic  year). 

Medical  school  clerkships  tended  to  have  a greater 
influence  in  determining  a South  Dakota  physician 
location  than  it  did  for  those  living  out-of-state. 
Favorable  in-state  clerkships  may  influence  physicians 
to  return  to  an  area  or  physician  making  a favorable  im- 
pression during  their  medical  school  training. 

The  time  of  decision  about  where  to  practice 
medicine  was  different  for  the  surveyed  South  Dakota 
physicians  as  compared  to  respondents  living  else- 
where. Those  returning  to  the  state  tended  to  make  the 
decision  earlier  in  their  medical  training  than  those 
practicing  in  other  states. 

South  Dakota  physicians  felt  that  the  factors  of  high 
medical  need  for  the  area  and  high  quality  children’s 
school(s)  were  more  important  in  selecting  an  area  to 
practice  medicine  than  did  the  other  physicians. 

Non  South  Dakota  physicians  tended  to  feel  that 
certain  factors  were  more  important  in  determining 
practice  location  than  they  were  for  in-state  physicians. 
Factors  which  distinguished  these  physicians  from 
South  Dakota  physicians  were  opportunity  for  profes- 
sional growth,  opportunity  for  spouses’  professional 
growth,  medical  education  (CME)  opportunities, 
availability  of  a job  for  the  spouse,  cultural  oppor- 
tunities of  the  area,  and  being  close  to  a large 
community.  See  Table  V for  non  South  Dakota  loca- 
tion factors. 

Factors  Related  to  Locating  in  Rural/Nonrural  Areas 

One  of  the  prime  factors  in  determining  if  physicians 
locate  in  rural  areas  is  the  population  factor.  Physicians 
living  in  rural  areas  were  more  likely  to  have  been  raised 
in  smaller  communities  than  were  those  who  moved  to 


Table  V 

Factors  Influencing  Physicians 

Outside  of  SI) 

to  Practice 

Factors 

r* 

P 

Opportunity  for  Professional  Growth 

-21 

.0007 

Cultural  Opportunities  of  the  Area 

-21 

.0009 

Close  to  a Large  Community 
Opportunity  for  Spouses’ 

-30 

.002 

Professional  Growth 

Medical  Education  (CME) 

-.19 

.0059 

Opportunities 

-.14 

.029 

Joh  for  the  Spouse 

*r  correlation  coefficients 

-.14 

.045 

Table  VI 

Factors  Influencing  Physicians 

to  Practice 

in  Rural  Locations 

Factors 

r* 

P 

Second  Residency  in  Smaller  Cities 

-.24 

.003 

Payment  or  Forgiveness  of  Loans 

.18 

.006 

First  Residency  in  Smaller  Cities 

-.17 

.009 

High  Medical  Need  in  the  Area 

.15 

.019 

Early  Time  of  Decision 

To  Have  Been  Raised  in  Smaller 

-.15 

.027 

Communities 

-.14 

.027 

•r  correlation  coefficients 

nonrural  areas.  This  finding  corroborates  similar 
results  from  the  earlier  two-year  graduate  study."  Also, 
physicians  living  in  the  less  populated  areas  were  more 
likely  for  the  first  residency  and  for  the  second 
residency  to  have  been  located  in  smaller  cities,  than 
were  those  who  moved  to  urban  areas.  See  Table  VI 
for  rural  location  factors. 

The  time  of  decision  about  where  to  practice 
medicine  was  a factor  which  distinguished  rural  from 
nonrural  physicians.  Those  moving  to  rural  areas 
tended  to  make  a decision  of  where  to  locate  earlier  in 
their  medical  training  than  did  those  choosing  to  prac- 
tice medicine  in  nonrural  areas. 

There  was  a significant  relationship  between 
physician  location  and  payment  of  forgiveness  of  loans. 
Those  residing  in  rural  areas  indicated  that  the  payment 
of  loans  was  more  important  in  determining  their 
present  location  than  did  those  currently  residing  in 
nonrural  areas.  In  addition,  those  living  in  rural  areas 
also  indicated  a high  medical  need  was  more  important 
than  nonrural  physicians. 

Physicians  locating  in  nonrural  areas  felt  that  the 
factors  in  Table  VII  were  more  important  in  determin- 
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ing  present  location  than  did  those  currently  residing  in 
rural  areas. 

Multiple  linear  regression  models  were  used  to 
determine  the  degree  of  utility  of  the  independent  vari- 
ables in  predicting  the  dependent  variables  (location  of 
physicians).  There  was  a moderate  degree  of  predict- 
ability (R  squares  in  the  .3-.5  range)  between  locations 
of  physicians  and  factors  measured  on  the  question- 
naire. 


Table  VII 

Factors  Influencing  Physicians  to  Practice 

in 

Communities  >5,000 

Factors 

r* 

P 

Medical  Facilities  Available 

■J4 

.0002 

Opportunities  for  Professional  Growth 

-.23 

.0003 

Cultural  Opportunities  of  the  Area 

-J2 

.0005 

Opportunities  For  Spouses’  Professional 

Growth 

-22 

.002 

Availability  of  Hospital  Technology 

-20 

.002 

Availability  of  Subspecialists  for  Referrals 

-.19 

.003 

Availability  of  a Job  for  Spouse 

-.15 

.035 

Community/Area  Population 

-.14 

.036 

Medical  Education  Opportunities 

-.12 

.047 

*r  correlation  coefficients 

The  results  of  the  regression  analysis  were  very 
similar  to  the  correlational  analysis.  Those  who  located 
in  South  Dakota  and/or  rural  areas  did  so  because  of 
their  desire  to  live  close  to  relatives  or  spouses’  relatives 
or  home  town  areas.  They  were  also  characterized  by 
desiring  to  live  in  more  rural  areas,  being  influenced  in 
their  location  decisions  by  preceptorship/clerkship  ex- 
periences, and  by  having  forgiveness  of  loans  as  an  an 
important  part  of  the  decision  process.  Those  who 
moved  to  urban  areas  were  interested  in  the  amenities 
offered  by  higher  populations  such  as  more  opportunity 
for  professional  growth  of  physicians  and  spouse,  being 
close  to  metropolitan  areas,  etc. 

Practice/Community  Satisfaction 

Most  physicians  reported  satisfaction  with  their 
practice.  On  the  7 point  scale,  almost  73  percent 
responded  with  a 6 or  7 to  the  practice  satisfaction 
question.  Physicians  (72.2%)  reported  almost  the  same 
amount  of  satisfaction  when  they  were  asked  "how  satis- 
fied are  you  with  the  community  in  which  you  live?" 
Physicians  thought  spouses  were  somewhat  less  satis- 
fied (59.6%  answered  6 or  7)  when  asked  about  their 
spouses  community  satisfaction. 

CONCLUSION/DISCUSSION 

A previous  study  surveying  two-year  graduates  of  the 
University  of  South  Dakota  School  of  Medicine  found 


that  24.2  percent  of  those  physicians  were  living  and 
practicing  in  the  state  of  South  Dakota.  This  study  sur- 
veying four-year  graduates  of  the  University  of  South 
Dakota  School  of  Medicine  found  46.4  percent  of  the 
graduates  practicing  in  South  Dakota.  While  the 
decision  where  to  practice  is  certainly  multifactorial, 
this  marked  increase  certainly  suggests  the  success  of  a 
four-year  medical  school  in  increasing  the  percent  of 
graduates  who  practice  within  the  state.  Furthermore, 
a full  80  percent  of  those  graduates  who  residency  train 
in  the  state  ultimately  practice  in  South  Dakota.  Only 
37  percent  of  those  who  residency  train  out-of-state 
return  to  South  Dakota  to  practice.  Admittedly,  to 
some  degree  this  may  reflect  the  nature  of  the  training 
available  in  the  state  (primary  care  vs.  subspecialty 
care).  Indeed,  other  studies  support  the  influence  of 
primary  care  specialties  on  the  selection  of  a rural  prac- 
tice,^® and  in  particular  the  effect  of  in-state  residency 
training  on  the  selection  of  a practice  location  in  South 
Dakota.2-^ 

The  authors  were  impressed  with  the  number  of 
physicians  operating  satellite  clinics  in  smaller  com- 
munities. The  fact  that  23.4  percent  of  respondents  had 
a satellite  office  in  at  least  one  community  of  5,000  or 
less  suggests  the  importance  of  this  method  of  health 
care  delivery  to  smaller  towns. 

Survey  results  suggest  other  recommendations  in 
regard  to  possible  approaches  to  increase  the  number 
of  USD  School  of  Medicine  graduates  who  ultimately 
will  practice  in  South  Dakota.  Two  avenues  of  ap- 
proach are  possible.  The  first  of  these  would  be  to 
recruit  medical  students  who,  because  of  their  back- 
ground are  more  likely  to  select  a practice  site  in  South 
Dakota  and/or  a rural  area.  This  survey  would  suggest 
that  these  students  are  more  likely  from  a small  town  in 
South  Dakota,  as  are  their  spouses  and  they  have  a 
desire  to  return  to  a community  of  high  medical  need. 
If  married,  their  spouse  has  an  occupation  which  would 
not  preclude  practice  in  South  Dakota  and/or  a rural 
area. 

The  second  avenue  of  approach  would  be  an  active 
attempt  to  influence  students  to  practice  in  South 
Dakota/rural  areas.  This  survey  suggests  that  impor- 
tant factors  may  include  reinstitution  of  the  loan 
forgiveness  program  (based  upon  practice  in  South 
Dakota/rural  areas),  and  the  continued  development  of 
high  quality  medical  clerkships  exposing  students  to 
practice  in  various  communities  throughout  the  state. 
In  addition,  it  would  be  essential  to  convince  graduates 
that  a high  quality  of  medical  care  can  be  delivered  in 
South  Dakota.  Given  the  graduates  perception  of  the 
importance  of  medical  facilities  and  technology  when 
selecting  a practice  location,  every  effort  must  be  made 
to  insure  that  the  latest  technology  is  available 
throughout  the  state.  One  method  of  accomplishing 
this  might  be  increased  cooperation  between  smaller 
communities,  as  well  as  between  small  communities 
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and  neighboring  clinics.  This  may  take  forms  varying 
from  informal  association  to  merger  of  clinics  and/or 
the  operation  of  satellite  clinics.  Grouping  together  of 
physicians  in  this  manner  would  help  insure  not  only  the 
availability  of  the  latest  (and  most  expensive)  technol- 
ogy, but  also  the  opportunity  to  share  patient  care 
responsibilities  with  colleagues.  The  fact  that  nearly  a 
quarter  of  physicians  surveyed  at  this  point  are  par- 
ticipating in  delivering  medical  care  to  satellite  clinics 
would  suggest  that  this  might  be  happening  to  some  de- 
gree already. 

An  additional  approach  not  yet  explored  would  be 
to  extend  the  loan  forgiveness  program  not  only  to  stu- 
dents ultimately  practicing  in  South  Dakota,  but  also  to 
those  electing  to  do  residency  training  within  the  state. 
Given  the  fact  that  80  percent  of  USD  graduates  who 
complete  a residency  within  the  state  ultimately  prac- 
tice within  the  state,  this  could  have  a major  impact 
upon  physicians’  retention  within  South  Dakota.  Stu- 
dents may  be  much  more  willing  to  commit  to  residency 
training  within  the  state  at  an  early  stage  of  medical 
school  then  they  would  be  to  commit  themselves  to  a 
rural  practice.  Indeed,  whether  the  commitment  is  to 
residency  training  within  the  state  or  ultimately  to  prac- 
tice within  the  state,  the  survey  does  suggest  that 
students  who  decide  on  their  practice  site  early  are 
more  likely  to  stay  within  South  Dakota. 

Certainly  these  approaches  are  controversial.  Given 
two  students  of  equal  ability,  does  one  raised  in  a rural 
community  deserve  admission  to  USD  School  of 
Medicine  solely  on  that  basis,  as  opposed  to  an  in- 
dividual of  equal  ability  raised  in  a larger  community? 
Is  it  ethical  to  attempt  to  influence  a student  to  make 
an  early  commitment  to  a primary  care  specialty  to  fore- 
stall the  potential  development  of  interest  in  a medical 
subspecialty? 

In  summary  it  would  appear  that  the  expansion  from 
a two-year  to  a four-year  medical  school  has  indeed 
been  successful  in  returning  graduates  to  the  practice 
of  medicine  within  the  state  of  South  Dakota.  Further- 


more, those  graduates  v/ho  have  elected  to  complete 
their  residency  training  within  the  state,  have  remained 
in  South  Dakota  in  extraordinarily  high  percentages.  It 
is  apparent  that  continued  support  of  both  under- 
graduate and  graduate  medical  education  within  the 
state  is  important  to  insure  that  this  trend  is  not 
reversed. 
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Family  Practice  - 
Hospital  Sponsored  Clinic 
Opportunity 

Dynamic,  growth-oriented  hospital  in 
beautiful  North  Central  Wisconsin  is  seeking 
TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The 
administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed 
clinic.  The  hospital  has  committed  to  an 
income  and  benefit  package  which  is 
significantly  higher  than  similar 
opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan 
reduction/forgiveness  program.  All 
relocation  costs  will  be  borne  by  the  hospital. 
Please  contact: 

Dan  McCormick,  President 
Allen  McCormick 
France  Place,  Suite  920 
3601  Minnesota  Drive 
Bloomington,  MN  55435 
(612)  835-5123 


Family  Practice 

Rural  community,  located  in  the 
heart  of  the  Black  Hills  of  South 
Dakota,  is  seeking  a Board 
Certified  Family  Practice 
physician.  Fully  equipped  clinic 
space  available.  Income  guarantee 
provided.  For  more  information 
contact: 

Rebecca  L.  Cooper 
Administration 

Custer  Community  Hospital,  Inc. 

1039  Montgomery  Street 
Custer,  SD  57730 
Phone:  (605)  673-2229 


NATIONWIDE  PRACTICE 
OPPORTUNITIES 
-All  Specialties- 


Call  Wanda  Parker,  E.  G.  Todd  Associates,  Inc.,  535  Fifth 
Avenue,  Suite  1100,  New  York,  NY  10017,  (800)  2214762 
or  (212)  599-6200.  FEES  PAID  BY  CLIENTS. 


Family  Practice,  Internal  Medicine 
and  General  Surgery  Practice 
Opportunities 

Rural  Lake  Country  Community  is  seek- 
ing the  above  practitioners  to  join  a busy 
12  physician  multispecialty  group. 
Quality,  comfortable  living  environment, 
multiple  recreational  activities,  fine 
educational  opportunities  and  cultural  ac- 
tivities abound.  Salary  and  fringe  benefits 
very  liberal. 

Send  curriculum  vitae  or  inquires  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 
or  call  collect  at  (701)  662-2157  for 
further  information 
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SOUTH  DAKOTA 


iAuxiliary  News 


Karen  Pekas,  President,  South  Dakota  State  Medical 
Association  Auxiliary 

The  month  of  December  finds  the  Pekas’  in  the 
tropical  climate  of  Hawaii!!  Mike’s  presidency  of 
the  South  Dakota  Medical  Association  places  us  in 
Honolulu  at  the  Interim  AMA  Meeting  and  on  the  big 
island  for  a week  of  relaxation  with  about  thirty  fellow 
travelers  from  South  Dakota.  Usually  we  are  thinking 
snow  this  time  of  year  in  preparation  for  a family  ski  trip 
during  Christmas  vacation.  For  the  first  time  in  many 
years  we  will  spend  Christmas  at  home  with  our  children 
and  our  parents,  and  we  are  all  looking  forward  to  cook- 
ing, shopping,  and  going  to  midnight  mass  at  St.  Mary’s. 

The  SDSMAA  begins  the  new  decade  in  good  shape 
and  committed  to  our  physician  spouses  and  the 
delivery  of  the  best  health  care  anywhere.  Ann  Randall, 
our  Health  Projects  chairman,  has  made  the  many 
resources  of  the  AMAA  available  to  the  districts.  Her 
letters  have  been  appreciated  by  all.  We  will  continue 
with  the  adolescent  issues  of  teen  suicide  prevention 
and  teen  pregnancy  prevention. 

Marilyn  Alvine,  our  AMA-ERF  chairman,  is  con- 
tinuing in  her  enthusiasm  to  raise  funds  for  your 
Education  and  Research  Foundation.  Remember  it  is 
your  Foundation.  Our  responsibility  is  to  help  raise 
funds,  and  last  year  the  auxiliary  nationally  raised  near- 
ly $2,000,000.  Our  State  Auxiliary  Board  of  Directors 
again  have  contributed  to  a Christmas  sharing  card  for 
AMA-ERF.  "In  memoriam"  cards  are  available,  and 
you  may  call  me  or  Marilyn  for  more  information  about 
how  easy  it  is  to  use  them. 


Our  district  membership  chairmen  are  busily  finaliz- 
ing recruitment  of  new  members  and  retention  of 
present  members.  We  were  one  of  a few  states  last  year 
who  had  an  increase  in  membership,  and  we  hope  to 
continue  that  trend.  We  are  also  proud  of  75%  unified 
membership  demonstrating  the  importance  of  all  levels 
of  the  auxiliary.  If  your  spouse  has  not  sent  in  her  dues, 
please  encourage  her  to  do  so. 

Early  in  January,  a copy  of  the  AMA  brochure,  "The 
American  Health  Care  System",  will  be  mailed  to  each 
auxilian.  It  is  an  excellent  resource  of  facts  comparing 
the  American,  Canadian,  and  British  health  care 
delivery  systems.  The  plan  by  the  AMA  to  strengthen 
the  system  addressing  access  and  cost  is  also  outlined. 
We  encourage  you  to  take  your  copy  to  the  office  and 
place  it  in  a waiting  room  where  your  patients  can  see 
it.  Additional  copies  can  be  obtained  from  the  AMA. 
Our  thanks  to  Lorin  Pankratz  for  his  help  in  getting 
them  from  the  AMA  for  us. 

I personally  wish  for  each  of  you  a very  joyful  holiday 
season  filled  with  peace  and  love.  # 


BLOOD  ANALYSIS, SIMPlIflEO. 


The  ChemPro  500  gives  you  precise  and  accurate 
results  from  whole  blood  in  seconds. 

So  you  get  answers  when  you  need  them-while  your 
patient  is  in  the  office. 

Electrolyte  Profile  (K'*’,  Na'*’,  CF,  pH) 

Ion  Profile  (K"^,  Na'*’,  Ca"^  pH) 

Potassium,  BUN/Glucose,  HgB/Hct 

Glucose/Potassium,  Glucose,  BUN 
To  LecU’n  more  about  the  ChemPro  500  system  or  to 
see  a demonstration  contact: 

KREISLRS  INC. 

1220  S.  Minnesota  Ave.  1723  Geneva  219  Omaha  St.  1724  8th  Ave.  h. 
Sioux  falls,  SD  Sioux  City,  Iowa  Rapid  City,  SD  Billings,  MT 

605/336-1155  712/252-0505  605/342  2773  406/252  9309 
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EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening  for 
full-time  career-oriented  emergency 
physicians  in  Sioux  Falls,  Aberdeen  and 
Yankton.  Excellent  benefits  including 
malpractice,  disability,  health 
insurance,  profit  sharing,  etc.  Flexible 
work  schedules,  excellent  working  and 
living  conditions. 

Contact:  Donald  Kougl,  MD 

(307)  632-1436 

or  send  CV  to:  EMP,  PC 

PO  Box  805 
Cheyenne,  WY 
82003 


Fort  Meade,  South  Dakota 

Immediate  opportunity  for  Board 
Certified  or  Board  Eligible 
Internist  or  Family  Practice 
physician  in  the  Ambulatory  Care 
Section  of  a Veterans  Administra- 
tion Medical  Center.  Excellent 
benefits  package.  Contact  or  send 
CV  to: 

Dr.  Jerde,  Chief 
Ambulatory  Care 
VA  Medical  Center 
Fort  Meade,  SD  57741 
Phone:  (605)  347-2511,  ext.  435 

An  equal  opportunity  employer 


SURGEON 

OPPORTUNITY 

Immediate  opening  for  General  Surgeon 
in  Rural  Nebraska,  Board  Certified  or 
Board  Eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great 
Hunting  and  Fishing. 

Contact: 

Wallace  & Panzer,  MD,  PC 
807  North  Ash 
Gordon,  Nebraska  69343 


ORTHOPEDIC  SURGEON 

Multi-specialty  group  located  in  the 
highly  desirable  Black  Hills  of  South 
Dakota.  New  modern  clinic  facility 
located  adjacent  to  accredited  acute  care 
hospital.  Attractive  compensation  pack- 
age including  paid  professional  liability 
insurance.  Outstanding  opportunity  to 
assume  an  established  orthopedic 
practice  with  a progressive  group  in  an 
area  experiencing  substantial  economic 
growth.  Direct  inquiries  to: 

D.  Riddle,  Administrator 
Black  Hills  Medical  Center,  PC 
71  Charles  Street 
Deadwood,  SD  57732 
(605)  578-2364 
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Physuian-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • Medical  Treatment  of  Obesity 


Doctor,  one  of  every  four  of  your 
patients  has  overweight  problems 
that  need  medical  help... the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 

For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 

250,000  patients! 

Medifast  will  work  for  you,  too. 

Patients  lose  weight  with  a 
program  of  physician-supervised 
modified  fasting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 


TRAININCi  MANI  AIS 

The  Medifast  Program  includes: 

★ Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 


★ Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 
Nutritionally  complete. 


Lifestyles:  PATIENT  SUPPOR  T 


★ Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

★ Clinical  Consultation  - Medical 
and  technical  support  specialists 
available  daily  at  our  toll-free  number. 

★ Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 

★ National  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 

You  know.  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 


arc  simply  ineffective.  And,  severe 
overweight  threatens  your  patient’s 
health.  Primary'  Care  Physicians  of 
every  specialty  recognize  Medifast  to 
be  an  important  addition  to  their 
prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PRO, MOTION  PORTFOLIO 


For  complete  information  call  toll-free 

1-800-638-7867 

Or  write: 

The  Nutrition  Institute  of  Maryland 

William  J.  Vitale,  M.D. 

Director,  Clinical  Serrices 
1840  York  Road,  Suite  H 
Timoniiim,  MD  21093 


TIk'  I’liyskians' Answer  in  Wcifilil  Omtnil. 
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IS  YOUR  SPECIALTY  WORTH 
AN  EXTRA  $8,000 AYEAR? 


If  you  are  a resident  in  anesthesiology,  orthopedic 
surgery,  or  general  surgery— which  includes  neurosurgery,  colon/rectal, 
cardiac/thoracic,  pediatric,  peripheral/vascular  or  plastic 
surgery— you  could  be  eligible  for  an  $8,000 
annual  stipend  in  the  Army  Reserves  New  Specialized 
Training  Assistance  Program. 

Your  skills  in  one  of  these  specialties  are  worth  a lot  to  us, 
so  we  are  offering  you  the  opportunity  to  use  them  in  a variety  of 
challenging  settings,  from  major  medical  centers 
to  field  hospitals.  In  addition  to  your  salary  as  an  Army  Reserve 
Officer,  you  will  also  receive  a monthly  stipend. 

We  realize  that  a resident  s schedule  is  hectic,  so  we  will  be  flexible 
about  the  hours  you  serve.  You  could  serve  as 
little  as  two  weeks  a year  now,  with  a small  obligation  later  on. 

If  you  would  like  more  information 
about  this  stipend  program,  or  about  other  medical  opportunities 
in  the  Army  Reserve,  call  tolhfree,  hSOO-USA-ARMY 

ARMY  RESERVE  MEDICINE. 

BE  ALLYOU  CAN  BE. 
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SOUTH  DAKOTA  SENATE 
State  Capitol 
Pierre,  SD  57501 


Lieutenant  Governor 

Walter  D.  Miller 

Capitol 

Telephone 

773-3661 

Home 

Telephone 

224-6768 

President  Pro  Tempore 
vacant 

Majority  Leader 

Sen,  George  H.  Shanard 

773-3824 

773-3828 

996-8337 

Asst.  Majority  Leaders 

Sen.  James  B.  Dunn 

773-5605 

584-3292 

Sen.  James  L.  Stoick 

773-3820 

845-2114 

Minority  Leader 

Sen.  Roger  McKellips 

773-4494 

934-2358 

Asst.  Minority  Leader 

Sen.  Doris  P.  Miner 

773-4494 

835-8945 

Minority  Whip 

Sen.  Karen  Muenster 

773-4494 

338-5991 

Appropriations 

Sen,  Henry  Poppen 

773-5352 

854-3930 

All  other  Senators  can  be  reached  during  the  Legislative  Session  by 
calling  the  Senate  Lobby  at  773-3821. 
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Allen,  Carrol  V.  "Red"  (D)  19  Yankton  665-1315 
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20 
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14 

Sioux  Falls 

336-3135 

Belatti,  Richard  C.  (R) 

13 

Sioux  Falls 

335-3793 

Bietz,  Elmer  A.  (R) 

18 

Tripp 

935-6928 

Bones,  Walter  (R) 

9 

Parker 

528-6249 

Chicoine,  Roland  A.  (D) 

17 

Elk  Point 

966-5578 

Diedrich,  Michael  G.  (R) 

34 

Rapid  City 

343-0735 

Dunn,  James  (R) 

31 

Lead 

584-3292 

Emery,  James  W.  (R) 

30 

Custer 

673T289 

Flowers,  Charles  E.  (D) 

23 

Iroquois 

546-2448 

Halverson,  Harold  W.  (R) 

6 

Milbank 

432-5704 
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10 

Madison 

256-4764 

Heidepriem,  Scott  N.  (R) 

5 

Miller 

853-3536 

Herseth,  R Lars  (D) 

2 

Houghton 

885-6362 

Johnson,  William  J.  (R) 

35 

Buffalo 

375-3776 

Kelley,  Jacqueline  A.  (D) 

24 

Pierre 

224-2684 

Kellogg,  Dorothy  M.  (D) 

4 

Watertown 

886-6874 

McKellips,  Roger  D.,  (D) 

16 

Alcester 

934-2358 

Miller,  Walter  D.  (R) 

Pierre 

224-6768 

Miner,  Doris  P.  (D) 

29 

Gregory 

835-8945 

Muenster,  Karen  (D) 

15 

Sioux  Falls 

338-5991 

Nelson,  Gary  D.  (D) 

28 

Martin 

685-6483 

Nelson,  Pam  A.  (D) 

11 

Sioux  Falls 

361-2505 

Olson,  Judith  R.  (D) 

33 

Rapid  City 

342-2218 
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12 

Sioux  Falls 

332-5460 
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32 
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8 
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854-3930 
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21 
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25 
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22 
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1 
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3 
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27 
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7 
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688-5919 
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26 
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347-3414 
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Capitol 

Telephone 

Home 

Telephone 

Speaker 

Royal  J.  (Bud)  Wood  (R) 

773-3830 

225-5980 

Speaker  Pro  Tempore 

Rep.  Jim  Hood  (R) 

773-4485 

642-2757 

Majority  Leader 

Rep.  Jerome  B.  Lammers  (R) 

773-3845 

256-3694 

Majority  Whip 

Rep.  Donald  J.  Ham  (R) 

773-4903 

348-1506 

Asst.  Majority  Whips 

Rep.  Larry  E.  Gabriel  (R) 

Rep.  Malcolm  McKillop(R) 
Rep.  David  R.  Munson  (R) 

773-4069 

773-3838 

773-3838 

457-3161 
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331-7256 

Minority  Leader 

Rep.  Robert  Duxbury  (D) 

773-4484 

458-2582 

Asst.  Minority  Leader 

Rep.  Larry  A.  Nelson  (D) 

773-4484 

624-4262 

Minority  Whips 

Rep.  William  Cerny,  Jr  (D) 
Rep.  Mary  Vanderlinde  (D) 

773-4484 

773-4484 

775-2300 

338-6501 

Appropriations 

Rep.  Janice  Nicolay  (R) 

773-5352 

332-6481 

(PLEASE  SAVE  THIS  DIRECTORY  FOR  FUTURE  USE) 


All  other  Representatives  can  be  reached  during  the  Legislative  Ses- 
sion by  calling  the  House  Lobby  at  773-3851. 


Rep.  (Party) 

Dist. 

Home 

Telephone 

Anderson,  Loren  (R) 

19 

Yankton 

665-3141 

Bartnick,  Merle  (D) 

1 

New  Effington 

637-5449 

Beddow,  Jean  T.  (D) 

21 

Mitchell 

996-1753 

Cemy,  William  F.,  Jr  (D) 

29 

Burke 

775-2300 

Christianson,  T.  Loren  (R) 

6 

Astoria 

8324131 

Cutler,  Steye  K,  (R) 

2 

Claremont 

294-5232 

Diedtrich,  Elmer  (R) 

25 

Mina 

225-2333 

Duxbury,  Robert  N.  (D) 

5 

Wessington 

458-2582 

Edelen,  Mary  B.  (R) 

17 

Vermillion 

6244760 

Elwood,  Wesley  (D) 

28 

Batesland 

288-1938 

Flatt,  Elmer  E.  (R) 

30 

Custer 

673-2333 

Fosheim,  Douglas  G.  (D) 

23 
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352-3573 

Frederick,  Randy  (R) 

8 

Hayti 

783-3710 

Gabriel,  Lany  E.  (R) 

27 

Cottonwood 

457-3161 

Gleason,  Neil  P.  (D) 

1 

Claire  City 
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Hagen,  Richard  E.  (D) 

28 

Pine  Ridge 
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Hagg,  Rexford  A.  (R) 

34 

Rapid  City 

343-0079 

Ham,  Donald  J.  (R) 

34 

Rapid  City 

348-1506 

Hines,  Neal  (D) 

13 

Sioux  Falls 

335-3341 

Hodges,  Joyce  E.  (R) 

8 

Lake  Preston 

8474716 

Hollenbeck,  Mark  (R) 

33 

Rapid  City 

341-1386 

Hood,  Jim  (R) 

31 

Spearfish 

642-7498 

Howlett,  Dale  L.  (D) 
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Watertown 
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Ingalls,  Marie  C.  (R) 

26 

Mud  Butte 

748-2212 

Johnson,  Carol  A. 

5 

Frankfort 

472-1296 

Johnson,  Juel  S.  (R) 

9 

Parker 

297-3708 

Kane,  Patrick  J.  (D) 

15 

Sioux  Falls 

334-5508 

Kennedy,  Howard  L.  (R) 

16 

Beresford 

763-5529 

Kocer,  Albert  J.  (D) 

20 

Wagner 

384-3285 

Kovarik,  Wenzel  J.  (R) 

32 

Rapid  City 

342-2643 

Krautschun,  Harvey  C.  (R) 

31 

Spearfish 

6424276 

Kuhler,  Deborah  G.  (R) 

23 

Huron 

3524130 

Lammers,  Jerome  B.  (R) 

10 

Madison 

256-3694 

Loge,  Kevin  (R) 

12 

Sioux  Falls 

336-1976 

Mateer,  Charles  Q.  (R) 

35 

Belle  Fourche 

8924642 

McKillop,  Malcolm  C.  (R) 

22 

Artesian 

527-2360 

McNenny,  Kenneth  G.  (R) 

26 

Sturgis 

347-2157 

Means,  L.  L.  (George)  (R) 

19 

Yankton 

665-7374 

Mickelson,  Gordon  (D) 

20 

Platte 

337-3780 

Munson,  David  R.  (R) 

12 

Sioux  Falls 

336-6987 

Negstad,  Richard  B.  (R) 

7 

Volga 

8264385 

Nelson,  Lany  A.  (D) 

17 

Vermillion 

624-9267 

Nicolay,  Janice  K.  (R) 

14 

Sioux  Falls 

332-6481 

O’Connor,  Michael  W.  (D) 

16 

Alcester 

253-2838 

Olson,  Edwin  W.,  Jr  (R) 

21 

Mitchell 

996-9009 

Pederson,  Gordon  R.  (R) 

30 

Wall 

279-2610 

Pilcher,  Patricia  A.  (D) 

11 

Sioux  Falls 

336-1072 

Porch,  Roger  A.  (R) 

27 

Wanblee 

462-6489 

Putnam,  James  E.  (R) 

18 

Armour 

724-2541 

Ries,  Thomas  G.  (R) 

4 

Watertown 

886-2176 

Roe,  Bob  (R) 

7 

Brookings 

692-5874 

Sandness,  William  J.  (R) 

11 

Sioux  Falls 

361-2666 

Schaunaman,  Craig  D.  (D) 

3 

Aberdeen 

229-1393 

Schramm,  Albert  (D) 

29 

Winner 

842-2515 

Schreiber,  Lola  Fae  (R) 

24 

Gettysburg 

258-2103 

Sears,  John  D.  (R) 

32 

Rapid  City 

342-0236 

Shaw,  Michael  H.  (R) 

24 

Pierre 

2244079 

Stensland,  Linda  L.  (D) 

14 

Sioux  Falls 

3394221 

Timmer,  John  (R) 

13 

Sioux  Falls 

332-8932 

Vanderlinde,  Maty  (D) 

15 

Sioux  Falls 

338-6501 

Van  Overschelde,  Dennis  (D) 

22 

Salem 

425-2050 

Viken,  Linda  Lea  M.  (D) 

33 

Rapid  City 

341-7053 

Wagner,  Michael  D.  (R) 

9 

Baltic 

529-5682 

Waltman,  Alfred  (D) 

2 

Aberdeen 

229-0323 

Weber,  Robert  R.  (R) 

6 

Strandburg 

676-2471 

Wiese,  Andrew  J.  (D) 

10 

Flandreau 

997-3471 

Wishard,  Della  M.  (R) 

35 

Prairie  City 

244-5691 

Wood,  Royal  J.  "Bud"  (R) 

3 

Warner 

225-5980 

Wudel,  Richard  A.  (R) 

18 

Parkston 

928-3170 

Zabel,  Walter  L.  (R) 

25 

Selby 

649-7935 

STANDING  SENATE  COMMITTEES 

* * Denotes  Chairman 

* Denotes  Vice-Chairman 

Agriculture  & Natural  Resources:  **Dunn,  * Emery,  Bietz,  Bones, 
Wagner,  Flowers,  Herseth,  Miner,  Waddell. 

Appropriations:  **Poppen,  ‘Stoick,  Hanson,  Petersen,  Walker, 
Allen,  Chicoine,  Kellogg,  Symens. 

Commerce:  **Halverson,  *Austad,  Belatti,  Johnson,  Muenster, 
Gary  Nelson,  Pam  Nelson. 

Education:  **Bietz,  *Streff,  Paisley,  Wagner,  Flowers,  Pam  Nelson, 
Olson. 

Government  Operations  & Audit:  **Streff,  *Hanson,  Chicoine. 
Health  & Welfare:  “Taylor,  ‘Austad,  Belatti,  Dunn,  Herseth,  Kel- 
ley, Gary  Nelson. 

Judiciary:  “Heidepriem,  ‘Diedrich,  Emery,  Halverson,  Shanaid, 
Andera,  McKellips,  Miner,  Muenster. 

Legislative  Procedure:  “Halverson,  ‘Stoick,  Shanard,  McKellips, 
Miner. 

Local  Government:  “Paisley,  ‘Diedrich,  Johnson,  Streff,  Flowers, 
Pam  Nelson,Waddell. 

Retirement  Laws:  “Stoick,  ‘Petersen,  Walker,  Kelley,  McKellips. 
State  Affairs:  “Shanard,  ‘Dunn,  Diedrich,  Taylor,  Herseth,  Mc- 
Kellips, Miner,  Muenster,  Heidepriem. 

Taxation:  “Bones,  ‘Paisley,  Austad,  Halverson,  Wagner,  Andera, 
Kelley,  Olson,  Waddell. 

Transportation:  “Emery,  ‘Bietz,  Belatti,  Taylor,  McKellips,  Gary 
Nelson,  Olson. 

Joint  House  and  Senate  Committee:  Appropriations 

STANDING  HOUSE  COMMITTEES 

“ Denotes  Chairman 
‘ Denotes  Vice-Chairman 

Agriculture  & Natural  Resources:  “Kennedy,  ‘Porch,  Christian- 
son, Cutler,  Hodges,  Hollenbeck,  Mateer,  McNenny,  Negstad, 
Putnam,  Bartnick,  O’Connor,  Schramm,  Vanderlinde,  Waltman. 
Appropriations:  “Nicolay,  ‘Krautschun,  Diedtrich,  Flatt,  Mc- 
Killop,  Means,  Duxbuty,  Kocer,  Wiese. 

Commerce:  “Timmer,  Loren  Anderson,  Kennedy,  Munson,  Sears, 
Wudel,  Beddow,  Elwood,  Stensland,  Van  Overschelde,  Viken,  Loge, 
Roe. 

Education:  “Ham,  ‘Weber,  Ingalls,  Kovarik,  Olson,  Porch, 
Schreiber,  Wudel,  Beddow,  Hines,  Schaunaman,  Van  Overschelde. 
Carol  Johnson,  Roe. 

Government  Operations  & Audit:  “Sears, ‘Edelen,  Schaunaman. 
Health  & Welfare:  “Kuhler,  ‘Olson,  Juel  Johnson,  Kovarik,  Sand- 
ness,  Shaw,  Wagner,  Gleason,  Hagen,  Pilcher,  Vanderlinde,  Hodges, 
Carol  Johnson. 

Judiciary:  “Hood,  ‘Edelen,  Loren  Anderson,  Hagg,  Lammers, 
Ries,  Schreiber,  Fosheim,  Kane,  Mickelson,  Nelson,  Viken,  Kuhler. 
Legislatiye  Procedure:  “Wood,  ‘Lammers,  Ham,  Hood,  Duxbury. 
Local  Goyemment:  “Wood,  ‘Christianson,  Gabriel,  Mateer, 
Negstad,  Ries,  Sandness,  Timmer,  Wagner,  Gleason,  Hagen,  Pilcher, 
Schramm. 

Retirement  Laws:  “Sears,  ‘Lammers,  Timmer,  Bartnick,  Hines. 
State  Affairs:  “Lammers,  ‘Munson,  Edelen,  Hood,  Pederson, 
Sears,  Wood,  Fosheim,  Howlett,  Kane,  Nelson,  Ingalls. 

Taxation:  “Gabriel,  ‘Zabel,  Cutler,  Ham,  McNenny,  Weber, 
Wishard,  Cemy,  Mickelson,  O’Connor,  Waltman,  Loge,  Frederick. 
Transportaion:  “Pederson,  ‘Juel  Johnson,  Hagg,  Hollenbeck,  Put- 
nam, Shaw,  Wishard,  Zabel,  Cemy,  Elwood,  Howlett,  Stensland, 
Frederick. 


(PLEASE  SAVE  THIS  DIRECTORY  FOR  FUTURE  USE) 


GENERAL  INTERNIST 
BLACK  HILLS  OF  SOUTH  DAKOTA 

Multi-specialty  group  located  in  the 
highly  desirable  Black  Hills  of  South 
Dakota.  Outstanding  opportunity  to 
assume  an  established  practice  with  a 
progressive  group  in  an  area  experiencing 
substantial  economic  growth.  Attractive 
compensation  package  including  paid 
professional  liability  insurance.  New 
modern  clinic  facility  located  adjacent  to 
accredited  acute  care  hospital.  Direct 
inquiries  to: 

Darrel  Riddle,  Administrator 
Black  Hills  Medical  Center,  PC 
71  Charles  Street 
Deadwood,  SD  57732 


CME  Expenses  Checklist: 

How  Much  is  Still  Deductible? 

Some  CME  Related  Costs 
100%  Deductible: 

• CME  tuition,  books,  supplies,  seminar  fees. 

• T ransportation  and  lodging  expenses  for  out  of  town 
CME-business  travel  requirements  met. 

• Parking,  tolls. 

80%  Deductible: 

• Meals  taken  while  out  of  town. 

• Meals  with  another  doctor  - business  purposes 
documented. 

0%  Deductible: 

• Lunch  before  or  after  local  CME. 

• Meals  with  another  doctor  while  away  from  home  - 
no  business  discussed. 

• Transportation,  lodging  and  attendance  expenses 
for  investment  seminars. 

• Expenses  for  travel  as  a form  of  education. 

• Commuting  between  home  and  business  location. 

• Incremental  costs  of  lodging  and  travel  for  spouse 
and  family. 

• Family  meal  costs. 

• Sightseeing,  social  visits. 


Other: 

• Travel  expense  by  cruise  ship  expense  limited  to 
twice  the  federal  employee  per  diem  for  US  travel. 

This  list  has  been  reprinted,  with  permission,  from  an 
article  which  appeared  in  the  August  1989  issue  of 
MINNESOTA  PHYSICIAN:  entitled  "CME  Expenses  - 
Are  Yoiir’s  Tax  Deductible?",  by  Deborah  J.  Matiiska, 
CPA,  an  accounting  manager  with  Olsen,  Diielen  & Co., 
Ltd. 


Rick  Kahler 
CCIM,  CFP,  ChFC 


- 

FINANCIAL  PLANNING  CONSULTANTS 


"Specializing  in  business  and 
financial  advice  for  physicians" 

2020  West  Omaha,  Rapid  City,  SD  57702 
(605)  348-1 234  (800)  658-5550 

By  appointment  only 
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Month  Page 

A 

About  Our  New  President 
Accessing  the  Biomedical  Literature: 

The  South  Dakota  Med-Fax  Network 
Elizabeth  A.  Lang,  MLS,  MA 
David  A.  Hulkonen,  MA 
Pat  Hamilton,  MLS 
Carol  Galganski,  MSLS 
AMA  Physicians’  Recognition  Award 
Feb-p  11,  May-p  31,  Sept-p  21 
Auxiliary  News 

Jan-p  25,  Feb-p  17,  Mar-p  17, 

Apr-p  23,  May-p  15,  June-p  21, 

July-p  17,  Aug-p  55,  Sept-p  17, 

Oct-p  19,  Nov-p  21,  Dec-p  23 

B 

Beauchamp,  Charles,  MD,  PhD 
USD  School  of  Medicine 
"Computers  in  Medicine"— A Course 
for  Students  at  the  USD  School 
of  Medicine 
Becker,  James,  MD 

USD  School  of  Medicine 
To  Be  Or  Not  To  Be:  The 
Suicidal  Patient 

K-Lynn  Paul,  MD 
Body  Mass  Index  in  Practice 
Bruce  M.  Romanic,  MD 
Born,  Tage  Elizabeth 

USD  School  of  Medicine 
Toxic  Epidermal  Necrolysis:  A 
Medical  Student’s  Perspective 
Edward  T.  Zawada,  Jr,  MD 

C 

C.  B.  Alford  Award 

Cerebrovascular  Disease  Mortality  Rates 
and  Water  Hardness  in  North  Dakota 
Anthony  J,  Dzik,  PhD 
Cho,  Dong  S.,  MD 

The  Electrodiagnosis  of  the  Carpal 
Tunnel  Syndrome 

Myung  J.  Cho,  MD 
Cho,  Myung  J.,  MD 

The  Electrodiagnosis  of  the  Carpal 
Tunnel  Syndrome 
Dong  S.  Cho,  MD 
CME  Expenses  Checklist 
Community  Service  Award 
Correspondence 
Council  Meeting  Highlights 
Jan-p  29,  June-p  25,  Nov-p  27 
Council  Meeting  Minutes 
Aug-p  7,  Aug-p  10 

D 

Devine,  K.  M.,  MD 

Kohler’s  Osteochondrosis  of  the 
Tarsal  Navicular:  Case  Report  with 
Twenty-Eight  Year  Follow-up 

Robert  E.  Van  Demark,  Sr,  MD  Sept  5 


Month 

Page 

Did  You  Know? 

Jan 

21 

Distinguished  Service  Award 

Dzik,  Anthony  J.,  PhD 

Cerebrovascular  Disease  Mortality 
Rates  and  Water  Hardness  in 

Aug 

40 

North  Dakota 

Apr 

5 

E 


Editorials 

The  Natural  Death  Act  (Living  Will)  - 
A Poor  Solution  to  a Problem  That 
Does  Not  Exist 


John  J.  Stransky,  MD 

The  Workman’s  Compensation  Law, 

Jan 

13 

Robert  E.  Van  Demark,  Sr,  MD 
Needlesticl^  and  HIV  Infection 

Feb 

11 

Robert  E.  Van  Demark,  Sr,  MD 

Tbe  Emperor’s  Choice, 

Mar 

15 

Richard  P.  Holm,  MD 

The  Adverse  Effects  of  Aspirin, 

Apr 

13 

Robert  E.  Van  Demark,  Sr,  MD 
Reflections 

May 

9 

Milton  G.  Mutch,  Jr.,  MD 

The  Canadian  Health  System, 

June 

9 

Robert  E.  Van  Demark,  Sr,  MD 
Thrombolysis 

July 

11 

Charles  P.  O’Brien,  MD 

AZT  and  Asymptomatic  HIV  Infection 

Sept 

11 

Robert  E.  Van  Demark,  Sr,  MD 
Changing  Medical  Attitudes  on  Exercise 

Oct 

9 

Robert  E.  Van  Demark,  Sr,  MD 
Communication  in  Medical  Practice 

Nov 

13 

Robert  E.  Van  Demark,  Sr,  MD 
Edson,  Randall  S.,  MD 

Eikenella  corrodens:  An  Unusual 

Cause  of  Endocarditis  in  a Patient 

With  Silent  Mitral  Valve  Prolapse 

Lori  A.  Hansen,  MD 

Dec 

13 

Anthony  G.  Salem,  MD 

Eikenella  corrodens:  An  Unusual 

Cause  of  Endocarditis  in  a Patient 

With  Silent  Mitral  Valve  Prolapse 

Lori  A.  Hansen,  MD 

Anthony  G.  Salem,  MD 

Nov 

5 

Randall  S.  Edson,  MD 
Electrodiagnosis  of  the  Carpal  Tunnel 
Syndrome,  The 

Dong  S.  Cho,  MD 

Nov 

5 

Myung  J.  Cho,  MD 

17 

July 

5 

r 

Fifty  Year  Club  Members 

Forty-Year  Retrospective  in  the  Mind’s 

Eye  of  a Prairie  Boy,  A 

Aug 

41 

Melford  B.  Lyso,  MD 

Oct 

15 

Future  Meetings 

Jan-p  30,  Feb-p  28,  Mar-p  30, 
Apr-p  30,  May-p  32,  June-p  26, 
July-p  24,  Aug-p  56,  Sept-p  26, 
Oct-p  24,  Nov-p  28,  Dec-p  34 

G 

Galganski,  Carol,  MSLS 


June  12 


Feb  5 


Mar  5 

Sept  13 

Mar  19 

Nov  15 


Aug  41 


Apr  5 


July  5 


July  5 

Dec  29 

Aug  40 

Oct  23 


30 


SOUTH  DAKOTA 


Month  Piige 


Month 


Accessing  the  Biomedical  Literature: 
riie  South  Dakota  Med-Fax  Network 
Elizabeth  A.  Lang,  MLS,  MA 


Johnson,  Virginia  P.,  MD 
USD  School  of  Medicine 
Midtrimester  Amniocentesis:  I'en 


David  A.  Hulkonen,  MA 

Year  Experience  in  South  Dakota 

July 

13 

Pat  Hamilton,  MLS 

Feb 

5 

Goodman,  Barbara  E.,  PhD 

K 

USD  School  of  Medicine 

Kohler’s  Osteochondrosis  of  the 

Recent  Advances  in  Characterizing 

Tarsal  Navicular:  Case  Report  With 

Clearance  of  Water  I’rom  Lungs 

Feb 

13 

Twenty-Eight  Year  Follow-up 

Gregg,  John  B.,  MD 

K.  M.  Devine,  MD 

USD  School  of  Medicine 

Robert  E.  Van  Demark,  Sr,  MD 

Sept 

5 

Whither  Scientific  Investigation 

May 

5 

L 

H 

Lang,  Elizabeth  A.,  MLS,  MA 

Hamilton,  Pat,  MLS 

Accessing  the  Biomedical  Literature: 

Accessing  the  Biomedical  Literature: 

The  South  Dakota  Med-Fax  Network 

The  South  Dakota  Med-Fax  Network 

David  A.  Hulkonen,  MA 

Elizabeth  A.  Lang,  MLS,  MA 

Pat  Hamilton,  MLS 

David  A.  Hulkonen,  MA 

Carol  Galganski,  MSLS 

Feb 

5 

Carol  Galganski,  MSLS 

Feb 

5 

Lang,  Eric,  MS  IV 

Hansen,  Lori  A.,  MD 

USD  School  of  Medicine 

Eikenella  corrodens:  An  Unusual 

Crusted  Scabies:  A Case  Report 

Cause  of  Endocarditis  in  a Patient 

and  Review  of  the  Literature 

With  Silent  Mitral  Valve  Prolapse 

Donald  W.  Humphreys,  MI) 

Anthony  G.  Salem,  MD 

Mary  Jo  Jaqua-Stewart,  PhD 

Apr 

15 

Randall  S.  Edson,  MD 

Nov 

5 

Legal  Notice 

June 

14 

Holland,  Robert  L.,  MD,  PhD 

Legislative  Directory 

Management  of  the  Second  Stage  of 

Nov-p  11,  Dec-p  27 

Labor:  A Review  (Part  I) 

Leonardson,  Gary  R.,  PhD 

David  A.  Smith,  MD 

May 

11 

Practice  Location  Factors 

Management  of  the  Second  Stage  of 

Influencing  South  Dakota  School  of 

Labor:  A Review  (Part  H) 

Medicine  Graduates  (1977-85) 

David  A.  Smith,  MD 

June 

5 

Loren  G.  Jarratt,  EdD 

Holm,  Richard  P.,  MD 

Wesley  J.  Nord,  MD 

Dec 

15 

Editorial 

Letters  To  The  Editor 

The  Emperor’s  Choice 

April 

13 

Feb-p  27,  May-p  27,  June-p  15 

House  of  Delegates’  Minutes 

Lyso,  Melford  B.,  MD 

Aug-p  10,  Aug-p  15 

A Forty-Year  Retrospective  in  the 

Hulkonen,  David  A.,  MA 

Mind’s  Eye  of  a Prairie  Boy 

Oct 

15 

Accessing  the  Biomedical  Literature: 

Me 

The  South  Dakota  Med-P'ax  Network 

Elizabeth  A.  Lang,  MLS  MS 

M 

Pat  Hamilton,  MLS 

Carol  Galganski,  MSLS  Feb  5 

Humphreys,  Donald  W.,  MD 
USD  School  of  Medicine 
Crusted  Scabies:  A Case  Report 
and  Review  of  the  Literature 
Eric  Lang,  MS  IV 

Mary  Jo  Jaqua-Stewart,  PhD  Apr  15 

I 


Ja(|ua-Stewart,  Mary  Jo,  PhD 
USD  School  of  Medicine 
Crusted  Scabies:  A Case  Report 
and  Review  of  the  Literature 
Donald  W.  Humphreys,  MD 
Eric  Lang,  MS  IV  Apr  15 

Jarratt,  Loren  G.,  EdD 

Practice  Location  Factors 
Influencing  South  Dakota  School  of 
Medicine  Graduates  (1977-85) 

Gary  R.  Leonardson,  PhD 

Wesley  J.  Nord,  MD  Dec  15 


Management  of  the  Second  Stage  of  Labor: 

A Review  (Part  I) 

Robert  L.  Holland,  MD,  PhD 
David  A.  Smith,  MD  May 

Management  of  the  Second  Stage  of  Labor: 

A Review  (Part  1 1) 

Robert  L.  Holland,  MD,  PhD 
David  A.  Smith,  MD  June 

Medicare  is  Closing  Smaller  Hospitals 

Robert  Rietz,  MD,  PhD,  Feb 

Messner,  Frank,  MD 
President’s  Page 

Jan-p  11,  Feb-p  9,  Mar-p  9, 

Apr-p  9,  May-p  7 

Minutes  of  the  House  of  Delegates 
Aug-p  10,  Aug-p  15 
Mutch,  Milton  G.,  Jr,  MD 
Editorial 

Reflections  June 

N 

Neidich,  Gary  A.,  MD 

USD  School  of  Medicine 


11 


19 


DECEMBER  1989 


31 


Month  Page 


Month  Page 


Cryptosporidiosis:  A Pathogen  More 
Common  Than  Appreciated 
David  W.  Ohrt,  MD 
New  Physicians 

Mar-p  23,  Sept-p  25 
New  SDSMA  Members 

Jan-p  28,  Mar-p  29,  Sept-p  23, 

Nord,  Wesley  J.,  MD 

Practice  Location  Factors 
Influencing  South  Dakota  School  of 
Medicine  Graduates  (1977-85) 

Loren  G.  Jarratt,  EdD 
Gary  R.  Leonardson,  PhD 


Dec 


O 


MD 


O’Brien,  Charles  P., 

Editorial 

Thrombolysis 
Ohrt,  David  W.,  MD 

USD  School  of  Medicine 
Cryptosporidiosis:  A Pathogen  More 
Common  Than  Appreciated 
Gary  A.  Neidich,  MD 

P 

Paul,  K-Lynn,  MD 

USD  School  of  Medicine 

To  Be  or  Not  To  Be:  The  Suicidal 

Patient 

James  Becker,  MD 
Pekas,  Michael  MD 
President’s  Page 

June-p  13,  July-p  9, 

Aug-p  4,  Sept-p  7,  Oct-p  11, 
Nov-p  9,  Dec-p  11 
Pheochromocytoma  and  Ischemic 
Enterocolitis 

Lisa  L.  Zacher 
Timothy  W.  Teslow 
Robert  F,  Thompson,  MD 
Practice  Location  Factors  Influencing 
South  Dakota  School  of  Medicine 
Graduates  (1977-85) 

Loren  G.  Jarratt,  EdD 
Gary  R.  Leonardson,  PhD 
Wesley  J.  Nord,  MD 
President’s  Page 

Jan-p  11,  Feb-p  9,  Mar-p  9, 

Apr-p  9,  May-p  7,  June-p  13, 

July-p  9,  Aug-p  4,  Sept-p  7, 

Oct-p  11,  Nov-p  9,  Dec-p  11 
Professional  Liability  Briefs 

Jan-p  27,  Apr-p  29,  July-p  21, 

Oct-p  13 


Dec 


Sept 


Dec 


15 


11 


Sept 


13 


Mar 


11 


Dec 


15 


Romanic,  Bruce  M,,  MD 

Body  Mass  Index  in  Practice  Mar  19 

Roster-Alphabetically  Aug  49 

Roster-District  Aug  43 


Salem,  Anthony  G.,  MD 

Eikenella  corrodens:  An  Unusual 
Cause  of  Endocarditis  in  a Patient 
With  Silent  Mitral  Valve  Prolapse 
Lori  A.  Hansen,  MD 

Randall  S.  Edson,  MD  Nov  5 

Schmidt,  Norma,  MA 

USD  School  of  Medicine 
Perceptions  of  South  Dakota  Adults 
Concerning  Selected  Adolescent 
Health  Problems 

David  B.  Schubot,  PhD  June  17 

Schubot,  David  B.,  PhD 

USD  School  of  Medicine 
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January 


PO  Box  927,  Elk  Grove,  IL  60009-0927.  Phone: 
1-800-433-9016,  ext  7657. 


Cwrcnt  Concepts  in  Pediatrics.  Marriott’s  Mark  Resort,  Vail 


CO,  Jan  4-7.  Fee:  $365.  16  hrs  AMA  Category  I credit. 
Contact:  CME  Registration,  Am  Acad  of  Peds,  PO  Box  927, 
Elk  Grove  Village,  IL  60009-0927.  Phone:  1-800-433-9016,  ext 
7567. 


* * * 

1990  Data,  Finance  and  Medical  Review  Conference,  Sheraton 
Scottsdale  Resort,  Scottsdale,  AZ,  Jan  11-12.  Fee:  $475. 
AMA  Category  I credit  avail.  Contact:  Am  Med  Peer  Review 
Assoc,  810  First  St  NE,  Suite  410,  Washington,  DC  20002. 
Phone:  (202)  371-5610. 

* * * 

Noise  and  Hearing  Loss,  Masur  Aud,  NIH,  Bethesda,  MD, 
Jan  22-24.  Contact:  Dina  Rice,  Prospect  Assoc,  Suite  500, 
1801  Rockville  Pike,  Rockville,  MD  20852.  Phone:  (301) 
468-6555. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of 
month,  from  10d)0  am  - 12dX)  noou.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


The  American  Medical  Association  has  announced  the 
creation  ot American  Medical  Television.  This  is  a 2diour 
program  on  the  Discovery  Channel  every  Sunday  from  9 
am  to  11  am,  Central  Standard  Time,  starting  Sunday, 
January  8,  1989.  American  Medical  Television  carries 
CME  credits  for  its  programs. 


February 

Issues  in  Pediatrics,  Arrowhead  Resort,  Alexandria,  MN,  Feb 
3-4.  Fee:  $50.  AMA  Category  I credit  avail.  Contact:  Sue 
Heinze,  720  Fourth  St  N,  Fargo,  ND  58122.  Phone: 
(701)234-5737. 


* * * 

Chronic  Fatigue  Syndrome  and  Fibromyalgia:  Pathogenesis 
and  Treatment,  Biltmore  Hotel,  Los  Angeles,  CA,  Feb  16. 
Contact:  Richard  Godwin,  (213)  394-3322  or  write  Chronic 
Fatigue  Syndrome  Instit,  436  N Roxbury,  #110,  Beverly 
Hills,  CA  90210. 

* * * 

Pediatrics  in  Progress,  Hyatt  Regency  Embarcadero,  San 
Francisco,  CA,  Feb  16-18.  Fee:  $365.  16  hrs  AMA  Category 
1 credit.  Contact:  CME  Registration,  Am  Acad  of  Peds,  PO 
Box  927,  Elk  Grove  Village,  IL  60009-0927.  Phone: 
1-800-433-9016,  ext  7567. 

March 

National  Breast  Conference,  New  Orleans,  LA,  Mar  15-18. 
Contact:  Am  College  of  Radiology,  1891  Preston  White  Dr, 
Reston,  VA  22091.  Phone:  (703)  648-8900. 

* * * 

Suigeiy  for  Epilepsy,  Masur  Aud,  NIH,  Bethesda,  MD,  Mar 
19-21.  Contact:  Conf  Registrar,  Prospect  Assoc,  Ste  500, 
1801  Rockville  Pike,  Rockville,  MD  20852.  Phone:  (301) 
468-6338. 

* * * 

Pediatrics  1990,  Marco  Island  Hilton  Hotel,  Marco  Island, 
FL,  Mar  30-Apr  1.  Fee:  $365.  16  hrs  AMA  Category  I credit. 
Contact:  CME  Regis.,  Dept  of  Educ,  Am  Academy  of  Peds, 


ADVANCES  IN  CLINICAL  CHILD 
NEUROLOGY 

Black  Hills 
Neurology  Seminar 

February  8,  9, 10, 1990 

Holiday  Inn 
of  the 

Northern  Black  Hills 
Spearfish,  SD 

Contact: 

K.  Alan  Kelts,  MD,  PhD 
2929  Fifth  Street,  Suite  240 
Rapid  City,  SD  57701 
Phone:  (605)341-3770 
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VASOTEC 


(ENALAPRILMALEATE  MSD) 

VASOTEC  IS  available  in  2 5-mg.  5-mg,  10-mg.  and  20-mg  tablet  strengths 


Contraindicallons:  VASOTEC®  (Enalapril  Maleale.  MSD)  is  coniramdicaled  in  palienis  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ot  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
palienisireatedwilh  ACE  inhibilors,  including  VASOTEC  Insuchcases.VASOTECshouldbeprompIlydisconlinuedandIhe 
patient  caretully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  contined  to  the  taceand  lips, 
the  condition  has  generally  resolved  without  Ireatmenl,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  Is  involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  oostruction.  appropriate  therapy,  eg.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  he  promptly  administered.  (See  ADVERSE  REACTIONS  I 
Hypotension  Excessive  ^olension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heatl 
lailure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  tollowed.  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  cnaraclerislics  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  tt  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  betore  initiating  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adiustments  (See  PRECAljTlONS.  Drug  Interactions  and  ADVERSE  REAC- 
T((jNS  ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  tollowed  closely  lor  the  lirst  two  weeks  ol  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  lall  in  blood  pressure  could  result  in  a myocardial  inlarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary  receive  an  intrave- 
nous inlusion  ol  normal  saline  A transient  hypotensive  response  is  not  a coniraindicalion  to  lurlher  doses  ot  VASOTEC, 
which  usually  can  be  given  without  dilliculty  once  the  blood  pressure  has  stabilized  It  symplomalic  hypotension 
develops,  a dose  reduction  or  discontinuation  ot  VASOTEC  ot  concomitant  diuretic  may  be  necessary 
Neutropenia! Agranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  ol  enalapril  are  insutticieni  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  Impaired  Renal  Function:  As  a consequence  ol  inhibiting  the  renin-anqiolensin-aldosterone 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  aclivify  ol  the  renin-angiolensin-aldoslerone  system.  Ireatmenl  with  ACE 
inhibitors,  including  VASOTEl;.  may  be  associated  with  oliguria  anrJ/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunclion  should  be  monitored  during  the  first 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  m patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  taiiure  shouid  aiways  inciude  assessment  of  renal 
lunclion.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0 20%  ol  hypertensive  patients  In  clinical  trials  in  heart  lailure.  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  for  the  development  ol  hyperkalemia  include  renal  insutticiency.  diabetes  mellilus,  and  the  concomitant  use 
ot  potassium-sparing  diurelics,  potassium  supplements,  and/or  polassium-conlaining  salt  substilules,  which  should 
be  used  cautiously,  if  at  all.  with  VASOTEC  (See  Drug  Interactions ) 

SurgerylAnesIhesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  lormalion  secondary  fo  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Inlormalion  lor  Palienis 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  lollowing  the  first  dose  ol  enalapril 
Pahents  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  lace,  extremities,  eyes.  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  (frug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lighiheadedness  especially  during  the  lirsi  tew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  lall  in  blood 

pressure  because  ol  reduction  in  lluid  volume  (Tther  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a lall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  then 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g . sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  mlormation  is 
intended  to  aid  in  the  safe  and  effective  use  ol  this  medication  (t  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  alter  initiation  ot  therapy  with 
enalapril  The  possibility  ol  hypolensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  Ireatmenl  wiln  enalapril  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  tor  at  least  two  hoursand  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release:  The  anlihyperlensive  etieci  ol  VASOTEC  is  augmented  by  anlihyperlensive  agents  that 
cause  renm  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenerqic-blocking  agents,  melhyl- 
dopa.  nilrales,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  wilhoul  evidence  ol  clinically  signilicant 
adverse  interaclions. 

Agenls  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining sail  substitutes  may  lead  to  signilicant  increases  in  serum  potassium  Therelore.  it  concomilani  use  ol  these 
agents  is  indicated  because  ot  demonsfrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
'^OTE  ™ Potassium-sparing  agents  should  generally  nol  be  used  in  patients  with  heart  failure  receiving 

Lithium  A lew  cases  ol  lithium  toxicity  have  been  repotted  in  palienis  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  nol  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOtEC  and  serum  lithium  levels  should  be 
monitored  treguenlly 

Pregnancy -Category  C There  was  no  lelotoxicity  ot  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose).  Felotoxicily,  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  nol  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
nol  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
mote  Saline  supplementation  prevented  the  maternal  and  lelaf  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day,  but  nol  at 
30  mg/kg/day  (50  limes  the  maximum  human  dose) 


Radioactivity  was  lound  to  cross  the  placenta  lollowing  adminisiralion  ol  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-conirolled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta  Because  the  risk  ol  letal  loxicily  with  Ihe  use  ol  ACE  inhibitors  has  nol  been  clearly 
delined.  VASOTEC®  (Enalapril  Maleale,  MSD)  should  be  used  during  pregnancy  only  it  Ihe  potential  benelil  lustilies  the 
potential  risk  to  Ihe  lelus 

Poslmarkeling  experience  with  all  ACE  inhibitors  thus  tar  suggests  Ihe  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  Ihe  first  trimester  ol  pregnancy  has  not  been  reported  to  affect  letal  outcome  adversely 
Fetal  exposure  during  Ihe  second  and  third  trimesters  ot  pregnancy  has  been  associated  with  fetal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ol  pregnancy,  there  have  been  reports  ol  hypotension  and  decreased 
renal  perfusion  in  Ihe  newborn  OTigohydramnios  in  Ihe  mother  has  also  been  reporled,  presumably  representing 
decreased  renal  function  in  the  lelus  Inlants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed  lor  hypoten- 
sion, oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood  pressure  and 
renal  perfusion  with  (he  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with  prematurity  such 
as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it  is  nol  clear  whether 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  lactaling  rats  contains  radioactivity  lollowing  administration  ol  '<C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milx,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use-  Safety  and  etiecliveness  in  children  have  nol  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safely  m more  than  10,000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  lound  to  be  generally  well  loleraled  in  controlled  clinical  Inals 
involving  2987  patients 

HYPERTENSION  The  most  Irequenl  clinical  adverse  experiences  in  conirolled  Inals  were  headache  (5  2%),  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  m greater  than  1%  ol  palienis  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1  4%).  nausea  (1 4%),  rasn  (1 4%).  cough  (1 3%).  orthostatic  eltects  (1 2%).  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  Irequenl  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (79%).  hypotension  (6  7%),  orthostatic  effects  (2  2%),  syncope  (2  2%),  cough  (2  2%).  chest  pain  (2 1%).  and 
diarrhea  (21%) 

Olher  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  laligue  (18%),  headache  (1 8%).  abdominal  pain  (1 6%).  asthenia  (1 6%),  orthostatic  hypo- 
tension (1 6%).  vertigo  (1 6%),  angina  pectoris  (1 5%),  nausea  (1 3%),  vomiting  jl  3%),  bronchifis  (1 3%).  dyspnea 
(1 3%).  urinary  tract  inleclion  (1  3%).  rash  (1 3%).  and  myocardial  inlarction  (1 2%) 

Olher  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  Inals  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarction. 
rhythm  disturbances,  atrial  librillalion.  palpitation 

Digestive  Ileus,  pancrealilis,  hepalilis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychialric.  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dyslunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea.  asthma,  upper  respiratory  inlection 
Skin.  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Olher  Vasculitis,  muscle  cramps,  hyperhidrosis.  impotence,  blurred  vision,  taste  alleralion,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  olher  dermatologic  manileslalions  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reporled  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  lalal  It  angioeriema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment wilh  VASOTEC  should  be  discontinued  and  appropriate  therapy  msliluled  immediately  (See  WARNINGS ) 
Hypotension  In  Ihe  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  tor  discontinuation  ol  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  failure  pafienis,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  Hyoolension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nilrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  disconfinualion  ol  therapy  were  observed  in  about  0,2%  ot  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  palienis  receiving  concomilani  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS.)  In  patients  with  heart  lailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  disconlinualion  ol 
VASOTEC  and/or  other  concomilani  diuretic  therapy  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %.  respectively)  occur  liequenlly  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) It  Ihe  patient  s blood  pressure  is  nol  conirolled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  tor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions ) 

The  recommended  initial  dose  in  patients  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusled  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  palienis  treated  once  daily,  Ihe  anlihyperlensive  etfeci  may  dimmish  toward  the  end  ol  Ihe  dosing  interval 
In  such  palienis,  an  increase  in  dosage  or  twice-daily  adminisiralion  should  be  considered  It  blood  pressure  is  nol  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplement  potassium  salt  subslitules.  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adiustment  in  Hypertensive  Patients  with  Renal  ImpairmenI  The  usual  dose  ol  enalapril  is  recommended  tor 
patients  wifh  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL]  For  palienis  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  s3  mg/dL),  Ihe  lirsI  dose  is  2 5 mg  once  daily  the  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  4CI  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adiunclive  therapy  wilh  diuretics  and  digitalis  The  recommended  starting  dose  is 

2 5 mg  once  or  twice  daily  After  Ihe  initial  dose  ol  VASOtEC,  Ihe  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  unlll  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Druginleraclions ) It  possible.  Ihe  dose  ol  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ol  hypotension  The  appearance  ol  hypotension  alter  Ihe  initial  dose  ot  VASOTEC  does  nol  preclude  subsequent  careful 
dose  lilration  with  the  rfrug,  lollowing  etieclive  management  ol  the  hypotension  The  usual  Iherapeulic  dosing  range  lor 
the  Ireatmenl  ol  heart  failure  is  5 to  2(1  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daiiy 
dosing  has  been  elteclive  in  a controlled  study,  out  nearly  all  patients  in  this  study  were  given  40  mg.  Ihe  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  wilh  severe  hearf  failure  (NYHA  Class  IV),  patients  were 
treated  with  2 5 to  40  mg  per  day  ot  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Etiecis ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adiustment  in  Heart  Failure  Patients  with  Renal  ImpairmenI  or  Hyponatremia  In  heart  lailure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  inilialed  al  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS. Drug /n/eracrions ) The  dose  may  be  increased  to  25  mg  b i d .then  5 mg  b I d and  higher 
as  needed,  usually  al  intervals  ol  lour  days  or  more,  it  al  Ihe  lime  ol  dosage  adiuslmenl  there  is  not  MSD 

excessive  hypotension  or  siqnilicani  deterioration  ol  renal  lunclion  The  maximum  daily  dose  is  40  mg  '■ 
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